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The severity paralysis 642 nonvaccinated 
patients with poliomyelitis and vaccinated 
patients was observed the Los Angeles County 
General Hospital 1956. the vaccinated 
group patients the proportion nonpara- 
lytic and mild paralytic cases was consistently 
greater each 5-year age group under age 
than the nonvaccinated. the entire 
age bracket, per cent the vaccinated pa- 
tients had moderate marked degrees paral- 
ysis compared nearly per cent the 
nonvaccinated cases. There were too few vac- 
cinated patients for comparison over this age. 

the vaccinated group whole there was 
apparent difference severity between 
patients who had had one inoculation and those 
who had had two. Among the number 
vaccinated patients under age however, there 
was suggestive decrease severity between pa- 
tients with one and with two inoculations. 


nonvaccinated patients, the disease tended 
most severe the age group and 
young adults, ages 35. The largest number 
deaths and cases which respirator was 
needed occurred among young adults. None 
the vaccinated patients died needed respi- 
rator, but tracheotomy was necessary for three. 

The concentration mild cases the vac- 
cinated group believed indicate that partial 
protection was conferred the vaccine, result- 
ing shift lesser degrees severity. Such 
shift would obscure the conversion nonparaly- 
tic cases inapparent infections. 

Convalescent follow-up examinations 
vaccinated and nonvaccinated patients mostly 
the age group, revealed that both 
series patients approximately per cent 
the muscle groups graded having par- 
alysis” the time discharge, were nonpara- 
lytic the later examination. 


NUMBER STUDIES have demonstrated the effec- 
tiveness the Salk vaccine reducing the incidence 
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these studies based upon com- 
parison vaccinated and nonvaccinated popula- 
tions, the effectiveness was measured terms 
prevention paralytic cases. vaccinated person 
subsequently diagnosed having paralytic polio- 
myelitis was tabulated “vaccine failure” regard- 
less the severity paralysis. 

the purpose this communication present 
evidence that the vaccine reduces the severity 
illness among persons termed “vaccine failures.” 
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This study represents collaborative effort involv- 
ing personnel the Los Angeles County General 
Hospital, local health departments Los Angeles 
County and the California State Department 
Public Health. 


During 1956, 754 cases poliomyelitis were diag- 
nosed the Los Angeles County General Hospital, 
102 which the patient had received least one 
inoculation Salk vaccine before the onset ill- 
ness. The cases studied made approximately 
per cent the known cases reported Los Angeles 
County and per cent the cases reported 
California 1956. 


The patients were usually first seen the admit- 
ting room the hospital approximately one four 
days after onset symptoms. The usual length 
hospitalization noncomplicated cases was seven 
ten days. All patients were discharged soon 
possible after the acute phase illness had subsided. 
indicated, patients were discharged secondary 
hospitals for further treatment and rehabilitation. 
muscle examination determine the extent 
paralysis was done each patient qualified 
physical therapist one day before discharge. 


The muscle-grading and recording system used 
the hospital classified paralysis “slight” (estimated 
per cent per cent normal strength), 
“moderate” (50 per cent per cent), 
“marked” (less than per cent normal strength). 
Compared with the commonly used system record- 
ing muscle function “good,” “fair,” “poor,” 
“trace,” “zero”; “slight” corresponds “good,” 
“moderate” corresponds “fair,” and “marked” 
corresponds “poor,” “trace” and “zero.” Using 
this system evaluation, the function was recorded 
for each muscle groups: Right and left 
shoulder, elbow and wrist; right and left hip, knee 
and ankle; back, neck, abdomen, muscles respira- 
tion, and the bulbar muscles. Pertinent notes were 
included the status individual muscles. 


provide simple basis for tabulation, the sever- 
ity each case was classified the basis the 
greatest degree weakness found any muscle 
muscle group. weighting factor was included for 
the occurrence lesser degress weakness other 
muscle groups the number muscle groups 
involved. 

From this classification severity made the 
time primary hospital discharge, two measures 
indices severity were adopted for comparing 
vaccinated and nonvaccinated patients: 


The per cent patients each group having 
slight paralysis against moderate marked 
paralysis. 


The “average severity score.” This score was 
derived giving numerical grade, ranging from 


zero three points, each patient based upon zero 
for nonparalytic, one for slight, two for moderate 
and three for marked paralysis. The sum the 
individual grades divided the number patients 
the group gives “the average severity score.” 


addition the data severity paralysis 
discharge, muscle examinations late convales- 
cence were obtained series 130 patients under 
years age who were observed the hospital 
1955 and 1956. Most these examinations were 
done between two and five months after onset, but 
few were done early month and half and 
late ten months after onset. 


All muscle examinations this study were per- 
formed two examiners. test comparability 
measurement, duplicate examinations sets 
muscles each patient were performed independ- 
ently these two examiners series ten 
control patients, making total 170 muscle grad- 
ings each examiner. There was complete agree- 
ment the gradings the two examiners. 

Since most patients with poliomyelitis not re- 
ceive convalescent care the Los Angeles County 
General Hospital, follow-up observation could not 
obtained all cases. particular effort was made 
get convalescent examination vaccinated pa- 
tients. Therefore, patients whom follow-up data 
were obtained did not constitute representative 
sample all vaccinated and nonvaccinated patients 
with poliomyelitis diagnosed the hospital. Hence, 
the results the follow-up study cannot applied 
directly the total hospital series whom severity 
discharge was measured. The convalescent exam- 
inations did provide evidence, however, the extent 
muscle recovery the various grades initial 
severity. 

The poliomyelitis vaccination record each 
patient was investigated local health department 
personnel the patient’s home jurisdiction. Dates 
inoculation, site each injection, lot number and 
manufacturer the vaccine were confirmed and 
recorded case history form, separate from the 
hospital record.* Clinical findings from the hospital 
record were uniformly transcribed the same his- 
tory form the physician charge the study 
(Dr. Wyman). 


RESULTS 


Classification Severity Hospital Discharge 


Data age and degree paralysis discharge 
the nonvaccinated patients with poliomyelitis ob- 
served the Los Angeles County General Hospital 
1956 are given Table Among the 642 non- 


*This essential part the study was conducted through the coopera- 
tion of the Los Angeles County Health Department, the Los Angeles 
City Health Department, the Long Beach Health Department and the 
Pasadena Health Department. 
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vaccinated patients, 189 (29 per cent) were children 
under five years age. There were more than twice 
many cases this group than any other 5-year 
age group. The proportion cases this age group 
with marked and moderate paralysis, per cent, 
and the average severity score, 1.8, were also higher 
than any other age group. Severity, measured 
both the indices shown here, tends 
appreciably less during the next 15-year age span, 
years, but increases again the adult age 
groups, which the number cases also increases. 
This pattern severity relation age and case 
incidence illustrated Chart similar pattern 
severity relation age reflected the state- 
wide morbidity data the proportion cases 
each group reported paralytic California dur- 
ing recent years. contrast incidence data from 
previous years, however, was the sharp drop the 
number cases the age group. Cases 
this age group have previously equaled exceeded 
the number the age group. 

The severity paralysis vaccinated patients 
the time discharge summarized Table This 
table omits patients who had onset less than 
days after single inoculation. these cases, the 
intervals from inoculation onset ranged from one 
days and cases the interval was days 
less. Allowing for the usual incubation period 


cases the disease was either the incubation period 
the time inoculation the patient was exposed 
before there was sufficient time for the full antibody 
response occur. The average severity score this 
group patients was 1.3, which quite similar 
the 1.5 score observed the nonvaccinated group. 
Twelve these patients had slight paralysis. 

patients with onset more than days after 
the first inoculation, (91 per cent) were under 
years age and (63 per cent) were the 
age group. This age distribution keeping 
with the heavy concentration the vaccination pro- 
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Chart 1—Nonvaccinated poliomyelitis patients age 
and severity, Los Angeles County General Hospital— 
1956. (Severity score: 
Moderate Marked Group severity score the 
average scores for individual patients.) 


TABLE 1.—Severity Paralysis Nonvaccinated Poliomyelitis Patients Age, Los Angeles County General Hospital, 1956 


Per Cent 

Total Severity Paralysis Marked Slight Average* 
No. Non- and and Non- Severity 

Age Cases Marked Moderate Slight paralytic Moderate paralytic Score 


*No paralysis Slight Moderate Marked Average severity score the total group score divided the number patients. 


TABLE 2.—Severity Paralysis Vaccinated Poliomyelitis Age, Los Angeles County General Hospital, 1956 


Per Cent 
Total Severity Paralysis Marked Slight Average* 
No. Non- and and Non- Severity 
Age Cases Marked Moderate Slight paralytic Moderate paralytic Seore 


*No paralysis Slight Moderate Marked Average severity score the total group score divided the number patients. 


calculated because small number cases. 
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grams primary-grade school children. Paralysis 
the vaccinated patients, the nonvaccinated, 
tended greater the year age group, 
year and year age groups. each age 
group, however, which there were sufficient cases 
compare, the indices severity were consistently 
lower among the vaccinated patients. The stepwise 
decrease the average severity score vaccinated 
patients compared with the nonvaccinated each 
five-year age group under age illustrated 
Chart The same trend toward decreased severity 
among the vaccinated patients appeared hold 
through the adult age groups but the number 
vaccinated cases observed over age was too small 
for comparison. 


Table the severity paralysis vaccinated 
patients under years age shown relation 
the number inoculations received before onset. 
this table, four cases which onset was less than 
seven days after the second inoculation were counted 
single-inoculation cases; one case with onset three 
days after the third inoculation was tabulated 
two-inoculation case. the year age group, 
five cases following single inoculation had aver- 
age severity score 1.6 and cases after two in- 
oculations had average severity score 1.0, 
compared with 1.8 for the nonvaccinated group. 
conclusions can drawn from the small numbers 
cases observed this age group. 


the group children older age (Table 3-B), 
which the number vaccinated patients was 
greater, there was not much difference the severity 
illness between patients with single inocula- 
tion and those with two inoculations, but the severity 
was higher nonvaccinated than vaccinated 
patients. Two patients had received three inocula- 
tions; neither had paralysis. 


Number of Total 
Inoculations Cases 


Marked 


189 
One inoculation... 
Two 


Three 


187 
49t 
Three 


TABLE 3.—Severity Paralysis Poliomyelitis Patients Number Inoculations for Selected Age Groups, Los Angeles County 
General Hospital, 1956 


*No paralysis Slight Moderate Marked Average severity score the total group score divided the number patients. 
patients with onset less than days after second inoculation. 
one nonparalytic case patient with onset days after third inoculation. 


Keeping mind the influence age and the 
number inoculations, the influence vaccination 
the entire group patients under age may 
illustrated shown Chart Nearly per cent 


AVERAGE 
SEVERITY SCORE 


vaccimateo 


199 CASES 16 CASES 
YEARS 


78 CASES CASES 
YEARS 


72 CASES 10 CASES 
YEARS 


Chart 2.—Severity poliomyelitis vaccinated and 
nonvaccinated patients, Los Angeles County General Hos- 
pital, January-December, 1956. (Severity score: paral- 
severity score the average scores for individual 
patients. 


100% 


H-PARALYTIC suient SEVERE 
MODERATE 


MODERATE SEVERE 


339 CASES 
Chart 3.—Severity poliomyelitis vaccinated and 


nonvaccinated children, ages 14, Los Angeles County 
General Hospital, January-December, 1956. 


Degree Severity Average* 
Non- Severity 
Moderate Slight paralytic Score 


1.6 


AGE 
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the vaccinated patients had slight paralysis; 
approximately per cent the nonvaccinated had 
this degree involvement. 


Respirator Cases, Tracheotomy and Death 


Data the number patients requiring use 
the respirator, the number who had have 
tracheotomy and mortality are summarized 
Table Among the nonvaccinated total 
patients was placed respirators and had 
tracheotomy. There were eight deaths. The highest 
incidence involvement requiring the use 
respirator was the adult age groups which there 
were insufficient vaccinated cases for comparison 
with the nonvaccinated. However, among the 339 
nonvaccinated patients under years age, 
needed the respirator, had tracheotomy and two 
died. this rate, approximately six patients needing 
respirator care and six needing tracheotomy would 
have been expected among the vaccinated patients 
under age 15. But, fact, tracheotomy was needed 
three patients, all under age 10, and there were 
respirator cases deaths among vaccinated pa- 
tients any age. 


Classification Severity Convalescent Examination 


The classification severity based muscle 
examination during convalescence compared with 
severity discharge shown Table should 
emphasized that, unlike the 1956 cases summar- 
ized above, the series vaccinated and nonvaccin- 
ated patients whom follow-up examinations could 
obtained were not representative all cases diag- 
nosed the hospital. The follow-up series includes 
patients from both 1955 and 1956 and reflects 
particular effort include vaccinated patients. Dis- 
persal patients various facilities for convales- 
cent care strongly influenced the selection patients 
who could and would respond the request 
return the Los Angeles County General Hospital 
for examination during convalescence. The two 
series thus collected, vaccinated and nonvaccinated 
patients, were chance rather closely matched 
severity classification discharge. The two series 
were also closely matched age distribution, both 
being made almost entirely the year 
age group. the nonvaccinated patients 
whom follow-up examinations could obtained 
(Table were nonparalytic discharge and 
these remained nonparalytic follow-up; one 
had slight weakness not previously detected. 
patients discharged with slight weakness, had 
weakness follow-up, four continued have slight 
weakness and three had moderate weakness. 
patients discharged with moderate weakness, six 
were nonparalytic, four had slight weakness and five 
continued have moderate weakness. five pa- 
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TABLE 4.—Respirator Cases, Tracheotomies and Deaths Among 
Poliomyelitis Patients Age and Vaccination Status, Los Angeles 
County General Hospital, 1956 


Total 
No. Need for Need for 
Age Group Cases Respirator Tracheotomy Deaths 


PATIENTS 


642 
189 


and over 


TABLE 5.—Severity Paralysis Hospital Discharge and 
Follow-up Nonvaccinated and Vaccinated Patients, 
Age 14, Los Angeles County General Hospital, 1955-1956 


Severity at Follow-up 


Severity at Total Non- 
Discharge Cases Paralytie Slight Moderate Marked 


NONVACCINATED PATIENTS 


PATIENTS 


tients with marked weakness the time discharge, 
one had slight, three had moderate and one still had 
marked weakness the follow-up examination. The 
pattern recovery among vaccinated patients 
whom follow-up was obtained appeared es- 
sentially similar that nonvaccinated patients. 
both the vaccinated and nonvaccinated series, pa- 
tients discharged nonparalytic, with few excep- 
tions continued have detectable weakness 
follow-up. More than three-fourths the patients 
discharged with slight weakness were also classified 
nonparalytic follow-up. Although definite im- 
provement was observed, some degree residual 
weakness was still present approximately two- 
thirds the patients graded having moderate 
paralysis discharge and all the small number 
patients discharged with marked weakness. 

the basis the muscle groups for each 
patient, total 1,156 muscle groups nonvac- 
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cinated patients and 1,054 muscle groups vac- 
cinated patients were subject involvement. The 
severity classification these muscle groups the 
time hospital discharge and the follow-up 
examination summarized for each series patients 
Table These data give further details the 
extent apparent recovery from mild paralysis 
observed both series patients. 176 muscle 
groups with slight paralysis nonvaccinated pa- 
tients discharge, 165 (94 per cent) were graded 
nonparalytic later examination. Among the vac- 
cinated patients, 151 muscle groups with slight 
paralysis discharge, 134 (89 per cent) were non- 
paralytic follow-up. both series, approximately 
two-thirds the muscle groups graded having 
moderate paralysis discharge were graded normal 
follow-up. The data marked involvement are 
too sparse for interpretation. One patient each 
series accounted for the muscle groups graded 
“marked” discharge which remained “marked” 
the convalescent examination. 

The extent paralysis, measured the aver- 
age number muscle groups per patient showing 
any degree weakness, shown Table 
both the vaccinated and nonvaccinated series there 
similar correlation between the classification 
severity and the average number muscle groups 
involved, averaging three four muscle groups per 
patient cases slight weakness, seven muscle 
groups cases moderate paralysis and ten 
thirteen muscle groups cases marked paralysis. 
each severity classification, the average number 
muscle groups involved per patient was appreci- 
ably reduced the time the follow-up examina- 
tion. The extent recovery again appears 
essentially the same the vaccinated the non- 
vaccinated series. 


COMMENT 


There are obvious difficulties making precise 
separation poliomyelitis cases into arbitrary classi- 
fications severity. Nevertheless, reported studies 
vaccine effectiveness, whether simple two-fold 
separation into paralytic and nonparalytic cases 
more definitive classification has been made, the 
vaccine has consistently appeared effect greater 
reduction the more severe forms illness. Thus, 
all studies have shown pronounced decrease 
paralytic incidence rates among vaccinated popula- 
tions, whereas changes nonparalytic rates have 
been variable and the 1954 
field was further shown that the reduction 
the incidence mild spinal-paralytic poliomye- 
litis was less than the reduction severe spinal- 
paralytic and bulbospinal incidence. 

Since the present study deals with clinical obser- 
vations recognized cases rather than with attack 


TABLE Muscle Groups Severity Paralysis Hos- 

Discharge and Follow-up Nonvaccinated and Vaccinated 

oliomyelitis Patients, Age 14, Los Angeles County General 
Hospital, 1955-1956 


Total Severity at Follow-up 
Severity at Muscle Non- Mod- 
Discharge Groups* paralytic Slight erate Marked 


PATIENTS 


Total muscle groups 1,156 1,108 


Total muscle groups 1,054 1,006 


Nonparalytic 856 843 


*Seventeen muscle groups for each patient: Shoulder, elbow and 
wrist, right and left; hip, knee and ankle, right and left; back, neck, 
abdomen, muscles of respiration and the bulbar muscles. 


TABLE 7.—Average Number Muscle Groups Involved Hos- 
Discharge and Follow-up Severity Paralysis 

ischarge in Nonvaccinated and Vaccinated Poliomyelitis Patients, 
Age 14, Los Angeles County General Hospital, 1955-1956 


Total* Average Number of 
Severity at No. Muscle Groups Involved 
Discharge Cases At Discharge At Follow-up 


Total cases 3.54 
3.44 
Moderate 6.93 1.00 
Marked 10.20 4.20 

PATIENTS 

3.58 
Moderate 2.00 
Marked 13.33 7.00 


*Seventeen muscle groups for each patient: Shoulder, elbow and 
wrist, right and left; hip, knee and ankle, right and left; back, neck, 
abdomen, muscles respiration and the bulbar muscles. 


rates, does not take into account illnesses which 
were prevented the result vaccination. However, 
the observations severity paralysis this 
study are remarkably similar those the vaccine 
field trials 1954. Both studies show dispropor- 
tionately large number nonparalytic and mild 
paralytic illnesses together with reduction the 
number severe cases among vaccinated persons. 
These observations strongly suggest that vaccination 
did confer partial protection these persons, but 
that the immunologic barrier invasion the 
central nervous system was incomplete. Whether 
acting the sites extraneural 
suppressing viremia,” there was presumably 
cient antibody retard invasion the central 
nervous system. This view supported existing 
evidence that small even undetectable amounts 
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antibody may have modifying effect sever- 

The preponderance mild and nonparalytic 
ness among the vaccinated patients further suggests 
that partial protection conferred the vaccine 
resulted shift cases from the more severe 
range severity milder nonparalytic disease. 
Such shift would obscure the similar conversion 
mild nonparalytic illness inapparent infec- 
this view correct, would explain the 
apparent lack effectiveness the vaccine re- 
ducing the incidence mild and nonparalytic cases. 
Undoubtedly, another contributing factor the oc- 
currence illnesses this category clinically diag- 
nosed poliomyelitis which are fact due 
other agents and hence not influenced the Salk 
vaccine. Evidence thus far has not demonstrated 
that the Salk vaccine significantly retards the devel- 
opment alimentary infections with 


The relationship age the severity illness 
deserves special mention. The data presented the 
present study, showing higher proportion par- 
alytic cases among children under five years age, 
are keeping with similar observations Califor- 
nia and other The present study further 
indicates that the degree paralysis the age 
group under five years more severe than older 
children. This finding believed reflect the lack 
previous immunizing exposure poliovirus dur- 
ing the first few years life. Experimental evidence 
suggests that the incidence paralysis may in- 
fluenced previous infection with heterotypic 
Sabin and noted decrease 
severity disease when cynomologous monkeys, 
possessing Type antibodies, were given virulent 
Type Mahoney strain, mouth. None the 
animals with Type antibodies was protected against 
infection with Type virus; all developed anti- 
bodies, but the infection was milder. From these 
data, Horstmann’ reasoned that the higher percent- 
age paralytic poliomyelitis children under age 
five may indicate the large number those for 
whom the clinical attack represents the first infection 
with any type. Thus, the higher incidence non- 
paralytic cases older children may correlated 
with the possession heterologous antibodies which 
modify the response infection. Other studies have 
demonstrated serological evidence antigenic cross- 
ing between types 

The observation that cases vaccinated persons 
also follow pattern severity relation age, 
quite similar that among nonvaccinated cases, 
keeping with serological evidence that response 
vaccination conditioned previous “immune 
The outcome infection vac- 
cinated person therefore commensurate with his 
age group and amount antibody gained from vac- 
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cination. noteworthy that several studies 
antibody response have shown that even among 
children with evidence prior immunity, good 
antibody levels are almost uniformly demonstrable 
following “booster” inoculation seven months 
more after primary might 
expected, then, that the full course three inocula- 
tions Salk vaccine would largely mitigate the age 
difference response vaccination. 

Factors responsible for the increase severity 
poliomyelitis among young adults are not well un- 
derstood, but heavy exposure parents infection 
from their children and the influence pregnancy 
susceptibility appear play some 
view the high degree effectiveness even 
single inoculation older children, seems rea- 
sonable speculation that excellent protection will 
afforded the vaccination adults, most whom 
already have some degree latent immunity. 

The examinations during convalescence this 
study showed remarkable extent recovery 
high proportion the cases poliomyelitis 
school-age children. Within the same category 
severity, the extent recovery appeared essen- 
tially the same for nonvaccinated for vaccinated 
patients. both series patients, approximately 
per cent muscle groups originally graded 
having “slight” paralysis had demonstrable weak- 
ness follow-up examination, whereas muscle 
groups with moderate and marked paralysis usually 
had some residual weakness. seems reasonable 
conclude that since vaccinated patients had disease 
that was predominantly the milder categories 
the outset, they generally had less residual impair- 
ment than nonvaccinated patients similar age. 


CONCLUSION 


Since much higher proportion the vaccinated 
patients had only slight paralysis discharge, 
may concluded that vaccinated patients gener- 
ally had more complete recovery than nonvaccin- 
ated patients similar age. Assessment the ul- 
timate benefits vaccination must take into account 
both the prevention illness and the reduction 
severity cases which occur after vaccination. 


Department Preventive Medicine and Public Health, University 
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GENERAL PRACTICE 


STARTING POINT for its consideration the question the advisability 
general practice foundation for specialization, the A.M.A. Committee 
General Practice Prior Specialization adopted the following definition: 

“General practice that area medical care performed doctor 
medicine those fields diagnosis and therapy commensurate with his 
professional competence, assuming total continuing responsibility for the 
health the individual the family unit.” 


The definition was contained the Committee’s report the A.M.A. Board 


Trustees, May 20, 1957. 
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Report Three Years Experience 


ONE THE MOST IMPORTANT adjuncts the sur- 
gical management patients evolved recent 
years the postoperative-postanesthetic recovery 
room. saves lives, time and money.” There un- 
conscious patient treated until consciousness 
regained and the functions the cardiovascular and 
pulmonary systems are maintained returned 
normal. The results the most skillful surgical 
operation can endangered lack proper care 
the immediate postanesthetic-postoperative period. 

not necessary for every patient sent 
the recovery room after operation. Patients under- 
going minor procedures under local anesthesia 
not often need the services supplied recovery 
room they are awake and the anesthetic agent used 
has caused reaction, but the final decision should 
made the surgeon. After major operations 
when general anesthesia employed the patient 
should sent the recovery room, except when 
isolationary precautions must observed, the 
presence active tuberculosis, for example. 

The staff the anesthesiology department must 
bear the primary responsibility for the overall man- 
agement and supervision the recovery room, al- 
though immediate postoperative management the 
patient, course, shared the anesthesiologist 
and the surgeon. the management patients 
the recovery room that the role the anesthesi- 
ologist clinical physiologist and pharmacologist 
made most manifest. 

Nursing care paramount The 
nurse who works the recovery room must have 
excellent judgment, keen powers observation and 
even temperament, for she called frequently 
make demanding decisions emergencies. Such 
nurse must able estimate accurately pa- 
tient’s status and must constantly the alert for 
changes his condition. She must able aspir- 
ate material from the respiratory passages skillfully 
and start intravenous infusions. The greatest asset 
the nurse the recovery room her awareness 
her own limitations. Knowing when call the 
physician essential. better have nurse 
call for help more often than necessary than 


From the Department Anesthesiology, Cedars Lebanon Hos- 
pital, Los Angeles 29. 


Submitted January 1957. 
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Postoperative Postanesthetic Recovery Rooms 


MILTON MARMER, M.D., Los Angeles 


analysis the three-year experience the 
recovery room the Cedars Lebanon Hospi- 
tal emphasized the importance this phase 
postoperative care. Closer observation 
pervision the patient provided during 
critical period, and specialized nursing care 
constantly available. Supportive and corrective 
therapy can carried out immediately the 
cooperative efforts the anesthesiologist and 
surgeon, who are close by. The completely 
equipped and properly staffed recovery room 
the best assurance for reducing postoperative 
morbidity and mortality. 


have her fail obviate danger unneces- 
sary suffering for Any problem which 
arises must immediately brought the attention 
the anesthesiologist, and all instructions relevant 
the care the patient which the anesthesiologist 
issues must accurately carried out. 


DESIGN AND EQUIPMENT 


The recovery room the Cedars Lebanon 
Hospital, which was established November, 1953, 
ideally located, equipped and staffed. Its location 
adjacent the suite operating rooms makes for 
minimal transportation patients and ready avail- 
ability both the anesthesiologist and the surgeon. 


The recovery ward spacious, comprising 
individual cubicles with enough room between them 
for easy maneuverability. The cubicles can sepa- 
rated from one another curtains afford privacy 
when needed. The room air-conditioned and has 
adequate lighting and plumbing facilities. There 
unobstructed view patients from the nurses’ desk 
and work stations. intercommunication system 
connects the recovery room with the operating and 
dressing rooms. Apparatus for applying suction and 
for administering oxygen, which piped from 
central supply, recessed the wall and readily 
available for each patient. tank carbon dioxide 
each bedside. 

Young children are brought the recovery room 
cribs and are kept separate area. Older chil- 
dren and adults are admitted recovery stretchers, 
which are special carts with wheels that have locking 
brakes. The mattresses are moisture proof ma- 
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terial, and two safety belts are provided each 
stretcher. The carts have removable side rails which 
can stored the lower framework when not 
use, standard for supporting apparatus used for 
administration fluids intravenously, tilting de- 
vice use changing the position the patient, 
and storage shelf. The doors the recovery room 
are wide enough admit bed with siderails 
that patient can admitted his own bed 
necessary. 

The recovery room well supplied with medicines 
and equipment. All intravenous solutions, including 
blood plasma and plasma volume expanders are 
available. Drugs needed for resuscitation—stimu- 
lants, antihistaminics, vasopressors, corticoids, anti- 
spasmodics and anticholinergics—as well sedatives 
and narcotics are hand. Narcotics and narcotic 
antagonists are kept separate locked cabinet. 
small refrigerator provided for storing anti- 
biotics and other drugs which require refrigeration. 
Airways, laryngoscopes, endotracheal tubes vari- 
ous sizes, and Levine tubes and other tubes for 
gastric intubation are easily accessible. Equipment 
includes sterile trays for use vascular cut-down, 
tracheotomy, nasal packing, catheterization, surgical 
dressing and dealing with cardiac arrest. Nesbitt- 
Young irrigating sets and other equipment for urin- 
ary bladder drainage are readiness. Kreiselman 
manual resuscitator kept hand. 


RECOVERY ROOM PROCEDURE 


soon patient enters the recovery room, 
details the anesthetic and surgical procedures are 
recorded the recovery room chart and the nurse 
told what occurred the operating room and 
what may anticipated the recovery ward. The 
nurse observes the pulse, blood pressure and respira- 
tions admission and intervals ten fifteen 
minutes thereafter until they are stabilized. She 
makes sure that the patient proper position, 
administers oxygen and carbon dioxide the physi- 
cian’s request and carries out oral pharyngeal 
aspiration when necessary, makes frequent inspec- 
tion any infusion apparatus that being used, 
and periodically examines surgical dressings for 
undue excessive bleeding. The surgeon’s prefer- 
ence for specific procedure—for example, the type 
drainage the urinary bladder—is always fol- 
generally removed the anesthesiologist unless 
specifies otherwise. 

visiting permitted the recovery room, 
which open from 7:00 a.m. 6:00 p.m. The 
patient returned his room ward one the 
special carts previously mentioned. Since the patient 
kept the recovery room until regains con- 
sciousness and his condition satisfactory, not 


Resume Data Operation Recovery Reom Cedars 


Lebanon Hospital for Three-year Period 


No. of Patients No. of Hours 


Admitted to Spent in 
Year Recovery Room Nursing Care 
1954 7946 
1955 8990 


Total for three years 26,910 


Summary Selected Recovery Room Data, Years 


Average time for all patients: hour, minutes. 
Shortest time recovery room: minutes. 
Longest time recovery room: hours, minutes 
(transurethral 
Deaths: 


1955 Average time for all patients: hour, minutes. 

Shortest time recovery room: minutes. 

Longest time recovery room: hours, minutes 
(suprapubic prostatectomy), (radical neck dissec- 
tion). 

Deaths: 

1956 Average time for all patients: hours. 
Shortest time recovery room: minutes. 
Longest time recovery room: hours, minutes 


(ventricular septal defect repair). 
Deaths: 


Data Cases Which Patient Died Recovery Room 
Deaths 
1954 (1) 


Nephrectomy. Spinal anesthesia. Patient died 
hours, minutes after arrival. Coronary throm- 
bosis. 


1954 (2) Mitral commissurotomy. Endotracheal anesthe- 
sia. Cardiac arrest. Thoracotomy and cardiac 
massage done recovery room. 

1955 (1) Endotracheal anesthesia. Coro- 
nary thrombosis. Two hours after admission. 

1956 (1) Septal defect repair. Endotracheal anesthesia. 
Death hours, minutes after admission. 

1956 (2) Septal defect repair. Endotracheal anesthesia. 
Death hours, minutes after admission. 

Other Unusual Incidents Recovery Room 

1955 


Jan. Tonsillectomy and adenoidectomy, Returned oper- 
ating room for control postoperative hemor- 
rhage. 

Transurethral prostatectomy. Returned operating 
room for control postoperative hemorrhage. 

Mar. Dilatation and curettement. Returned operating 
room for hysterectomy because positive biopsy. 

May Mediastinal tumor, hemorrhage, returned operat- 
ing room. 

Oct. Tracheotomy recovery room. (Bronchoscopy—car- 
diac arrest operating room.) 

Nov. Adult tonsillectomy and adenoidectomy. Hemor- 
rhage; packing done recovery room. Patient 
taken operating recovery room hours, 
minutes. 

1956 

Feb. Bronchoscopy performed. (Segmental resection 
lung—respiratory distress.) 

June Thoracentesis performed. (Patient had colon resec- 
tion, cardiac arrest operating room.) 

July Narcotic poisoning treated. Patient kept recovery 
room hours, minutes preoperatively because 
profound respiratory depression due over- 
dose dilaudid. Resuscitated. After improvement, 
taken operating room for major operation. 

Aug. Transurethral prostatectomy. Returned surgery for 
control hemorrhage. 

Dilatation and curettement. Returned surgery for 
control hemorrhage. 
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necessary for physician present the time 
transfer. 


Data three years experience with recovery 
room Cedars Lebanon Hospital are given 
the accompanying table. 


CONCLUSIONS 


The efficiency recovery room depends 
close cooperation between members the anesthe- 
siologic, surgical and nursing staffs; and emphasis 
must placed the importance utilizing highly 
specialized and skilled nurses. The facilities, medi- 
cines and equipment the recovery room are 
prime importance making sure that the care 


patients the immediate postanesthetic and post- 
operative period adequate. 

The three years’ experience with the recovery 
room the Cedars Lebanon Hospital has under- 
lined the value and importance this ward the 
care patients during the crucial immediate post- 
operative postanesthetic period. 

507 North Arden Drive, Beverly Hills. 
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Symposium Pain 


Part Headache Problems 


THE THIRD PORTION the Symposium Pain 
devoted the problem Headache for two rea- 
sons. the first place, headaches and head pains 
are extremely common and complicate many other 
conditions dealt with almost all practicing phy- 
sicians. Advances this field now make possible 
for recognize the principal types headaches 
and think more rationally about the management 
them. This, then, important and rewarding 
subject present one aspect symposium 
pain. 

The second reason for presenting this subject 
take advantage the presence our two guest 
speakers. Both are recognized authorities the 
subject headaches. Dr. Houston Merritt pro- 


This concludes symposium three parts. Part appeared 
CALIFORNIA MEDICINE May, Part June. 


Sponsored the Department Neurology and the Biomechanics 
fornia School of Medicine, and Medical Extension, San Francisco 22. 


Dr. Aird professor and chairman, Department Neurology, 
University of California School of Medicine, San Francisco 22. 


HEADACHE one the most common symptoms 
which man subject. There are few persons who 
have not had headache one many occasions 
and some are subject recurrent attacks head- 
ache throughout life. Headaches may occur without 
any organic pathologic change, they may 
manifestation serious disease. the majority 
patients headaches are transient and can related 
some febrile episode dietary indiscretion. The 
situation different, however, when the headaches 
are chronic recur over period months 
study each patient the underlying cause the 


Dr. Merritt professor neurology, Columbia University College 
Physicians and Surgeons, and director the Neurological Services 
the New York Neurological Institute, New York City. 


Introduction 
ROBERT AIRD, M.D., San Francisco 


Etiological Mechanisms and Classifications Headaches 


HOUSTON MERRITT, M.D., New York, 


fessor neurology the Columbia University Col- 
lege Physicians and Surgeons and director the 
Neurological Services the New York Neurological 
Institute. Dr. Arnold Friedman associate profes- 
sor clinical neurology the same institution and 
physician-in-charge the Headache Unit Monte- 
fiore Hospital New York City. 

Dr. Merritt’s paper deals with the basic neuro- 
anatomical and neurophysiological information 
pain-sensitive structures the head, the principal 
etiological mechanisms headache, clinical classi- 
fications, and methods study which must un- 
derstood one treat patients with this com- 
plaint and manage their problems. 

Dr. Friedman follows with more detailed con- 
sideration the two principal types chronic, re- 
curring headache—migraine and tension headaches. 
Not only are these all odds the most common 
forms headache, but they also are the most im- 
portant from the standpoint general physicians 
and nonneurologically trained specialists. 


headache and correct any serious pathologic con- 
dition that may present. 

Headache common manifestation intra- 
cranial tumors, intracranial infection, head trauma, 
febrile illness, arterial hypertension, cerebral arterio- 
sclerosis, and cerebral anoxia asphyxia. Other 
causes chronic headaches are diseases the eyes, 
nose, throat, ears and teeth. Constipation and gastro- 
intestinal disturbances are reputed common 
cause, but their importance has been greatly exag- 
gerated. All these conditions account for only small 
percentage patients who consult physician for 
chronic recurring headache. the remainder, 
thorough study will not reveal significant 
ties. the majority this large idiopathic group, 
the headache falls into one the other two clini- 
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cal classifications—either migraine the psycho- 
logical headaches called tension headaches. 

All the tissues covering the scalp, including the 
skin, the bone, subcutaneous tissues, mucous mem- 
branes, and the sensory appendages the head, are 
sensitive painful stimuli. Within the cranium, the 
large intracranial venous sinuses and their tribu- 
taries are sensitive pain. The dura mater the 
base the skull sensitive. The dural arteries, in- 
cluding the anterior and middle meningeal, and the 
large arteries the base the brain around the 
circle Willis are sensitive painful stimuli. 
addition, irritation the sensory nerves, the fifth, 
ninth, and tenth cranial nerves, and the upper cer- 
vical nerves may the source pain. inter- 
esting note that the substance the brain, the 
small arteries the surface the cortex and the 
dura over the convexity the brain are all rela- 
tively insensitive pain. 

Stimulation structures the anterior part 
the head and above the tentorium intracranially will 
give pain that felt the distribution the fifth 
cranial nerve. Stimulation structures the poste- 
rior part the head and below the tentorium will 
give pain that transmitted the ninth, tenth and 
upper cervical nerves. 


There are six basic mechanisms headache: 
Traction the veins that pass through the venous 
sinuses from the surface the brain and displace- 
ment the great venous sinuses; traction the 
meningeal arteries, that is, the middle meningeal and 
anterior meningeal, but not the meningeal arteries 
the surface the cortex; traction disten- 
tion the arteries the base the brain around 
the circle Willis; inflammation about any 
the pain-sensitive structures the head, including 
the arteries and the nerves; and direct pressure 
the cranial and cervical nerves which contain the 
pain-sensitive fibers from the head. One more 
these mechanisms operative any given patient 
with headaches. Dr. Friedman will discuss the mech- 
anism pain production dilatation and pulsa- 
tion arteries. 


due disease intracranial 
structures, such tumors, aneurysms, hemorrhage, 
and meningitis, are usually caused traction 
and displacement the pain-sensitive intracran- 
ial structures—chiefly the arteries, veins and cranial 
nerves. The headaches associated with fever, hyper- 
tension, anoxia, asphyxia, inhalation nitrites and 
reaction foreign proteins are usually due dis- 
tention and dilatation intracranial arteries. 
interesting note that the intracranial pressure 
itself not cause pain headache. You can 
raise the intracranial pressure 600, 700 800 
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millimeters water and the patient will not have 
headaches unless there some other change present. 

Diseases the intracranial structures which may 
give rise head pain and headache include errors 
refraction the eye, and inflammatory processes 
the eye, the nasal sinuses, the teeth the 
ear. The pain and headache these conditions are 
usually due stimulation pain-sensitive endings 
the cranial upper cervical nerves. Ophthalmolo- 
gists see great many patients with headaches and 
head pains. However, when you ask ophthalmolo- 
gist, “How many patients come you with com- 
plaint chronic headache?”, most them will say, 
“Very few.” They will say that headache and head 
pains associated with eye disease and eye fatigue 
may occur when there difficulty binocular vi- 
sion when there are refractive errors moder- 
ate degree. When the refractive errors are high 
degree, usually there not much headache. This 
because the patient tries compensate for minor 
degree refractive error and headache ensues. 
the refractive error great, effort the pa- 
tient’s part will correct it; hence will not attempt 
correct the error and does not develop head- 
ache. Increased intraocular tension and glaucoma 
the acute stage causes very acute pain the eye; 
the chronic stage may cause pain that indis- 
tinguishable from migraine. 

many patients, headaches are manifestation 
psychological disturbance. These headaches are 
due part vasodilatation and part stimula- 
tion the pain endings the cervical nerves, fol- 
lowing sustained contraction the cervical muscles. 
Another type that may part conversion 
syndrome, believe quite rare. 

Headaches are common sequel minor se- 
vere injuries the head. would appear that the 
incidence headaches patients with minor head 
injury just high those patients who 
have severe injury the head, perhaps higher. Pa- 
tients with injury the head have train symp- 
toms, which headache only one, although usu- 


ally the most prominent. They also complain diz- 


ziness with change posture, nervousness, ir- 
ritability, increased sweating, inability con- 
centrate and malaise general. The headaches 
these patients often last for period two three 
months and then clear up. The duration the head- 
aches may prolonged number factors— 
for example, the attention the physician pays the 
patient’s symptoms and pending litigation. One phy- 
sician recently told that she was able reduce 
the period posttraumatic headaches telling the 
patients that they did not need keep their head- 
aches until their claims came trial. She assured 
the patients that she would testify the severity 
their head injury and the fact that they had suf- 
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fered from headaches the period following the 
injury. The symptoms associated with posttraumatic 
syndrome appear closely tied with the fact 
that injury the head matter great signifi- 
cance most people; they associate with fears 
insanity and fears developing brain tumors. 
great deal reassurance needed combat these 
fears. Undue emphasis the severity the injury 
should The mechanism the produc- 
tion head pain these patients, whom the pain 
unduly prolonged and whom organic factors 
can found, probably similar that patients 
whom headache associated with emotional ten- 
sion. 


the cause headache 
often difficult and may require great deal 
skill the part the physician. The most impor- 
tant part the study the history given the 
patient. The history should include the patient’s age 
the onset the headache, the location the pain, 
the type pain, the frequency occurrence, the 
influence various precipitating factors, and also 
the factors that tend ameliorate the headache, in- 
cluding various forms medical therapy. The pa- 
tient should have thorough physical and neurologi- 
cal examination, including careful examination 
the eye and the fundus the eye, and tests the 
visual acuity and visual fields. careful psychologi- 
cal evaluation each patient should obtained. 
This can done part while taking the history 
and doing the examination. Routine examination 
the blood, including count cells and chemical de- 
terminations, and urinalysis should performed. 
All patients with chronic headache should have 
x-ray studies the skull. Sometimes abnormalities 
will found x-ray films which were not suspected 
from the history the examinations. 

Electroencephalography, available most com- 
munities now, often valuable adjunct diag- 
nosis and nontraumatic procedure. Examination 
the cerebrospinal fluid should made when indi- 
cated. Special diagnostic tests such cerebral an- 
giography, ventriculography pneumoencephalog- 
raphy should reserved for cases which ex- 
panding intracranial lesion that may necessitate sur- 
gical therapy suspected. 

the history given the patient, the description 
the pain—the location, duration, intensity and the 
like—is sometimes value determining the 
cause, but should emphasized that there are 
features that are pathognomonic any one morbid 
condition. Recurrent headaches which are associated 
with diseases the intracranial extracranial 
structures are characterized remissions lasting for 
hours days. Chronic headaches which are present 
hours the day and seven days the week are 


practically always psychological origin. These 
statements are subject exception. 

Headache associated with expanding intracranial 
lesions usually steady aching quality and 
moderately severe. tends intermittent but 
usually present for some hours every day. Early 
the course the disease, the pain may local- 
ized the region the tumor. When tumor 
the cerebral hemisphere, the headache may the 
frontal parietal region and the same side 
the head. the tumor the posterior fossa, the 
headache likely the occipital region. With 
progress the disease, the headache tends be- 
come generalized and the localizing value the pain 
lost. 

The headaches fever, migraine and arterial hy- 
pertension are usually throbbing character and 
may occur any portion the head. migraine, 
the pain initially throbbing, but later may become 
chronic, dull and steady. Migraine headaches ini- 
tially are confined one side the head, but usu- 
ally the headache persists for number hours 
tends become generalized. Hemicrania that oc- 
curs the same side the head every attack 
should raise warning flag with regard the diag- 
nosis migraine. Migraine functional disorder 
and most common for the headache shift 
from side side. the headache always the 
same side the head, the possibility organic 
lesion must considered, and not infrequently this 
angiomatous malformation. This one the 
conditions that often gives rise chronic recurrent 
headaches that are unilateral and that mimic mi- 
graine. Patients with aneurysms the base the 
brain likewise may have unilateral attacks head- 
ache. More often pain rather than headache, 
but patients with proved aneurysms have given his- 
tories recurrent attacks headache that have 
been diagnosed the past migraine. 

The severity migraine headaches quite var- 
iable. Some them may last for only few hours 
and some may last hours longer. The 
frequency also subject great deal variation. 
Some patients may have only one two attacks 
during their lifetime; some will have them few 
times year; and some will have them several 
many times week. They tend most frequent 
during periods emotional stress when the pa- 
tient coping with difficult life situation. Other 
features migraine will mentioned Dr. Fried- 
man. 


The headaches emotional tension, the so- 
called tension headaches, commonly start the oc- 
cipital region and spread from there the frontal 
region. They are often described the patient 
feeling pressure the back the head the 
forehead. The patient may complain feeling 
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there tight vise around head.” When you 
hear complaint that kind, you can almost 
certain that you are dealing with tension head- 
ache, psychologically induced headache. This, 
course, subject exceptions. Dr. Friedman will 
perhaps remember that saw, some ten years ago, 
nurse who had headache this type but whom 
brain tumor developed. probable that the 
brain tumor was not the cause the headaches, 
which she had been having for many years, but that 
were dealing with patient who had tension 
headaches and who later happened have brain 
tumor. 


summary, great variety morbid conditions, 
both intracranial and extracranial, can cause pain 
the head and produce headaches, but chronic, re- 
curring headaches are usually due migraine 
psychological tension headaches. possible that 
the mechanism the two are closely related. 


Migraine and Tension 
Headaches 


ARNOLD FRIEDMAN, M.D., New York, 


HEADACHE ONE the most common complaints 
modern man. has been estimated that per 
cent the urban population the United States 
have chronic headache. Because the vast majority 
these persons the symptoms are either due mi- 
graine are primarily associated with emotional 
disturbance (tension headache), discussion this 
presentation will limited headaches these 
two types. 


MIGRAINE 


Migraine symptom complex characterized 
periodic attacks headache, with without associ- 
ated symptoms, person who has background 
well-being between attacks. Upon analysis one 
thousand patients with migraine the following char- 
acteristics were noted: history migraine the 
family occurred per cent. Seventy per cent 
were females, ratio more than two one. 
The headaches began before the age over 
half the patients; onset after age was excep- 
tional. The attacks occurred less than once weekly 
per cent the patients. Prodromata were 


Dr. Friedman is attending physician, Division of Neuropsychiatry, 
and physician-in-charge, Headache Unit, Montefiore Hospital; asso- 
ciate attending physician, Presbyterian Hospital, Neurological Insti- 
tute; associate professor of clinical neurology, Columbia University 
liege Physicians and Surgeons, New York City. 
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pressure within the skull, say, have feeling 


present three out four patients, and the quality 
the headache was throbbing per cent. 


Cause 


difficult explain all cases migraine 
any single etiological basis. Most observers have em- 
phasized heredity important factor mi- 
graine. There evidence, however, with regard 
the exact mode this inheritance, nor there 
any evidence what specific abnormality may 
inherited. some instances, and perhaps cer- 
tain degree all cases, there may inherent 
functional instability the autonomic, endocrine, 
vascular enzyme systems. There also real pos- 
sibility that migraine occurs familial basis and 
related environmental rather than hereditary 
factors. 


From their investigations, Jimenez Diaz and his 
associates concluded that substances acetyl- 
choline type were released excess migraine pa- 
tients during stress. They postulated that the normal 
choline acetylase system different these patients. 

Many patients with migraine undergo changes 
fluid balance and fluid distribution during the head- 
ache. Such changes are both local and general. 
number investigators have reported that water, 
sodium, potassium and creatinine are significantly 
decreased excretion prior and during the early 
phases the migraine attack. Increased rates ex- 
cretion these substances were usual the head- 
ache subsided. Studies Schottstaedt and 
well studies which have taken part, indicate 
that fluid and electrolyte changes are not related 
causally the onset, intensity duration the 
migraine attack, but are manifestations bodily 
changes accompanying adaptation reactions during 
stressful periods. 

has been emphasized that the frequent associa- 
tion migraine with puberty, menstruation and 
menopause indicates gonadal etiology. There not, 
however, any valid physiologic biochemical data 
support this hypothesis. 

relationship between migraine and allergic sen- 
sitivity has been suggested for over hundred years. 
There doubt that headaches may occasionally 
precipitated allergens certain susceptible 
persons, but investigations the last few years have 
indicated the role allergic reaction the cause 
migraine has been overestimated. Theoretically 
allergy offers many hopeful and suggestive possibili- 
ties etiological agent migraine, but substan- 
tial proofs are yet too few and inconclusive war- 
rant much encouragement. 

The importance psychologic factors migraine 
has long been recognized. Studies indicate that 
great majority patients with migraine there 
“personality pattern,” one the features which 
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abnormally strong reaction environmental 
stress. doubtful whether psychologic mecha- 
nisms alone can responsible for the chain 
physiologic events noted the migraine attack with- 
out some underlying lability the physiology 
these patients. 


From available information may postulate that 
patients with migraine have inherited neurophys- 
iologic system which limited its capacity 
handle variety stresses. Furthermore, they have 
insecure personality pattern which interferes with 
their adjustment their environment. This sets 
pattern function which the limited physiologic 
capacity the individual unable stabilize, re- 
sulting cranial vascular changes which produce 
headache. 


Mechanism 


The attack consists three distinct vascular 
changes. The prodromal aura stage associated 
with vasoconstriction the intracranial arteries and 
clinical phenomena, such scotomata, hemianop- 
sia, paresthesia and depression. The second phase 
associated with vasodilatation, which time the 
cranial vessels have altered sensitivity and increased 
amplitude pulsation. hypothecated that the 
sensitivity the blood vessels due local vascu- 
lar changes, particularly the arterioles and capil- 
laries, which result the accumulation fluid and 
substance the tissues that lowers the pain thresh- 
old. The pain this stage usually throbbing 
and aggravated anything that raises the venous 
pressure, such stooping straining. Associated 
symptoms are common and include anorexia, nau- 
sea, vomiting, diarrhea, hyperhydrosis and other 
signs autonomic nervous system instability. the 
third phase there edema the affected vessels, 
which also become hard, tender and swollen. The 
head pain this stage steady ache. During 
following these stages there may contraction 
the neck muscles (and muscular contraction pain 
may develop). This spasm the muscles reac- 
tion the initial pain and may outlast it. 


Considerable attention has been given the psy- 
chological factors migraine attack. Early reports 
the literature emphasized that migraine patients 
were psychologically stable between attacks and that 
the emotional storm occurred only after vascular 
changes had occurred. recent years studies have 
indicated that many patients with migraine are 
meticulous, neat appearance, rigid their think- 
ing and excessively aggressive toward their environ- 
ment. often noted that their earlier life they 
had considerable insecurity with resulting tensions, 
which are manifested inflexibility, overconscien- 
tiousness, meticulousness, perfectionism and resent- 
ment. studies, however, have indicated that there 


little evidence specificity the precipitating 
psychodynamic factors. Not all patients with mi- 
graine are compulsive, perfectionistic rigid. Re- 
pressed hostility extremely common factor 
persons who not have migraine. Nevertheless, 
psychological factors play important part the 
dynamic mechanism migraine attack, and 
understanding these underlying psychologic 
mechanisms important the management the 
problem. 


Diagnosis 


Diagnosis migraine usually made from the 
history. However, detailed physical and neurologi- 
cal examination necessary for each patient. 
occasional case, special studies the eye, nose and 
paranasal sinuses and tests for offending allergens 
are indicated. Routine laboratory studies such 
examination blood and urinalysis—although 
most cases unrevealing—should part the 
work-up. Roentgenograms the skull and cervical 
spine, electroencephalograms and studies visual 
fields may necessary exclude organic causes 
headaches. experience provocative tests, 
such giving nitroglycerine and histamine, are not 
much value diagnostic aid. 


Diagnostic manifestations migraine include: 


Recurrent throbbing headaches, usually unilat- 
eral onset, occurring against background 
relative well-being. 


Nausea, vomiting, and irritability occurring 
the height attack. 


Temporary visual disorders preceding the head- 
ache, including scintillating scotomata, photophobia, 
hemianopsia blurred vision. 


History migraine the immediate family. 


Symptoms such paresthesias, speech disor- 
ders, dizziness, sweating and other vasomotor dis- 
orders. 


Relief ergotamine. 


Personality characteristics inflexibility and 
shyness childhood, giving rise adult perfection- 
ism, rigidity and resentment, ambitiousness and 
ciency; constitutional predisposition sustained 
emotional states. 


The clinical manifestations migraine indicate 
widespread bodily disturbance. Although attention 
usually first called the headache, there are nu- 
merous other symptoms considered part 
the entire picture. 


Treatment 


The most commonly employed treatment the 
migraine attack is, undoubtedly, the use ergot 
preparations, particularly ergotamine tartrate. The 
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value this method has been confirmed clinical 
evidence its beneficial effects and experimental 
observations the laboratory. Ergot was first em- 
ployed for this purpose Eulenburg far back 
1873 and Campbell 1894. was only, how- 
ever, within recent years that careful studies 
Wolff and others demonstrated that ergotamine acts 
promoting vasoconstriction rather than vasodila- 
tation, and that sympathetic blockade does not pre- 
dominate. The benefit that follows the taking er- 
gotamine for attack migraine probably due 
the direct action the substance the smooth 
muscles the blood vessels, producing constric- 
tion these vessels and decrease amplitude 
pulsation. This particularly noticeable the cir- 
culation the external carotid artery. 


combination ergotamine tartrate and caffeine, 
which acts synergist the ergot alkaloids, the 
most effective medication for the treatment mi- 
graine attack. Rectal use ergotamine has proved 
empirically most efficacious, especially when 
oral medication cannot retained. More recently 
many forms ergot derivatives have been made 
available proprietary preparations incorporating 
antispasmodics, sedatives, central nervous system 
stimulants, antiemetics and on. These prepara- 
tions can used suit the individual patient’s 


Patients who tolerate ergotamine tartrate poorly 
can given dihydroergotamine methanesulfonate 
(DHE-45) parenterally. produce equivalent 
therapeutic effect dihydroergotamine must given 
doses twice great those ergotamine tar- 
trate. 

most important administer these drugs 
early the course the attack and adequate 
doses. The optimal time administration the 
prodromal period least immediately after the 
onset the headache. 

(Information dosage, side effects and con- 
traindications the use the ergot preparations 
readily available the literature.) 

Numerous vasodilators have been used the pro- 
dromal stage (vasoconstrictor phase) order 
abort the attack, and the headache stage (vaso- 
dilator phase) lower the blood pressure 
ciently reduce the arterial pulsations. Except for 
few isolated cases, these preparations are little 
value. 

Analgesics and sedatives are sometimes indicated 
the headache has been present long enough for 
edema take place and the vessels become firm 
and tortuous. 


Prophylactic 


well known that most patients with mi- 
graine, suitable psychotherapy may great value 
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reducing the intensity and frequency attacks 
and may even result disappearance attacks for 
considerable time. The details this kind treat- 
ment will not part this discussion. 


Adequate relaxation, improvement sleep and 
correction any physiologic abnormalities are aids 
reducing the frequency the attacks. few 
cases there may evidence that the precipitating 
mechanism allergic, endocrine “metabo- 
lic” nature, but these factors are too rare have 
significant application therapy. However, when 
allergen the cause, should removed the 
patient desensitized. the onset migraine asso- 
ciated with the menstrual period, the use proges- 
terone testosterone, both, may helpful. 
some patients premenstrual diet that restricts the 
daily intake salt, addition giving diuretic, 
seems beneficial. 

Drugs such histamine nicotinic acid are 
value. Sedatives reduce emotional tension are 
limited their usefulness. More recently have 
used reserpine and chlorpromazine hydrochloride 
(thorazine) interim treatment. small num- 
ber patients, the result encouraging, but final 
conclusions are yet made. 


TENSION HEADACHE 


has long been known that sustained contrac- 
tion the skeletal muscles about the head and neck 
frequent source headache. Such headaches 
occur association with wide variety other 
sources head pain including migraine headache, 
hypertensive headache, and with inflammatory, de- 
generative, traumatic, and neoplastic diseases about 
the face, head, neck and cervical vertebrae. The 
most common cause muscle spasm headache, 
however, tension headache. Tension headache 
that type headache occurring relation con- 
stant periodic emotional conflicts concerning 
which patients are usually partially aware. Review- 
ing the histories one thousand patients with ten- 
sion headache, was noted that the majority were 
females (65 per cent). family history headache 
was present per cent the patients. Those 
with daily headaches composed the largest group 
(30 per cent). The duration and location the 
headaches were extremely variable. Prodromata oc- 
curred only per cent cases. 


Cause 


Although the cause tension headache not 
known, there relatively good evidence that such 
headaches are related psychologic disturbances. 
Frequently patients that observed the fundamen- 
tal psychic factors were largely unconscious, al- 
though most patients were aware their anxiety. 
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Headache may also brought environmental 
demands economic, social physical nature 
that are beyond the capacity the patient’s person- 
ality. The most frequently observed conflicts 
cases tension headaches were those concerned 
with hostile and aggressive impulses intense 
and destructive nature. 


Mechanism 


tension headaches muscular vascular mecha- 
nisms may act independently concomitantly. 
With muscle tension, sustained contraction the 
skeletal muscles the head and neck causes pain 
dysesthesia the neck and scalp. Associated with 
these muscular spasms may ischemia, which could 
contributory primary factor the induction 
pain. has also been hypothecated that excessive 
concentration potassium muscle, from ischemia 
sustained contraction, stimulates the chemorecep- 
tors the tissues. Another factor leading the head 
pain may central spread the excitatory effect 
noxious stimulation the soft tissues the neck. 
This spread pain carried the upper cervical 
nerves and may produce painful sensation the 
forehead and face. 

Two possibilities have been suggested explain 
the mechanism the pain projection from the cer- 
vical spine the forehead and face. One involves 
irritation the descending spinal root the 


trigeminal nerve with transmission pain the 
head and face, and the other pertains pain which 
sympathetic, caused reflex stimulation. 


Diagnostic manifestations tension headache 
include: 

prodroma. 

Bilateral nature the headache (commonly 
occipital and frontal). 

Variable character (burning-pressing-throb- 
bing). 

Variable frequency and duration (more 
constant than 

Associated symptoms various including 
anxiety, nausea, and fatigue. 


Tension headache must differentiated from mi- 
graine and from headaches associated with intra- 
cranial lesions, cervical disc disease, osteoarthritis 
and spinal cord tumor. 


Treatment 


Symptomatic. Symptomatic relief from tension 
headache secured drug therapy. The treatment 
tension headache nonspecific, but the purpose 
therapy relieve tension and raise the pain 
threshold. This best accomplished use 
analgesic-sedative combination. Such combination 
should one that acts with minimal side effects, 
allowing the patient maintain environmental rela- 
tionships, and does not become problem because 
possible addiction the development toler- 
ance. 


Prophylactic. Control tension headaches can 
best accomplished use psychotherapy, for 
this the only method which the patient’s emo- 
tional conflicts can resolved. 


Sedatives, such the barbiturates, and analgesics 
afford only temporary relief. Furthermore, the side 
effects curtail prolonged use. More recently have 
used reserpine, chlorpromazine and meprobamate 
patients with tension headaches. Improvement has 
been noted some cases, but the results are pre- 
liminary and not conclusive. 
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Cosmetic Rhinoplasty 


GEORGE WEBSTER, M.D., Pasadena 


WHEN THIRTY-SIX-YEAR-OLD man enters plastic 
surgeon’s office asking have the shape his nose 
altered, not particularly unusual. When this 
patient noted have been totally blind for the 
past years, one begins realize the tremendous 
emotional pressures which must build the pa- 
tient’s mind lead him seek plastic surgical help. 
(Advice and reassurance, without operation, aided 
this patient 


another instance, retired school teacher, 
drably dressed woman sixty-five years age, came 
have unsightly nose corrected. amount 
reassurance would dissuade her. “All life,” she 
said, “I’ve wanted have nose corrected, but 
have never had the time funds.” When asked why 
she wished have rhinoplastic operation, since 
she had led successful life and made friends, she 
only replied that, have been self-conscious about 
nose all life and you won’t the opera- 
tion find someone else who will.” Operation was 
undertaken with great reluctance and misgiving. 
the author’s great surprise, correction seemed 
give her new buoyance and interest life. She be- 
gan dress smartly, took South American cruise, 
and seemed completely gratified and happy with 
her “new” nasal appearance. 


another case, emotionally stable retired 
business man years who had had three attacks 
coronary occlusion, said, don’t care don’t 
live another six months. been kidded about 
nose all life and want corrected.” 


Thus seen that strong psychogenic motives 
frequently underlie the drive which will lead pa- 
tient make supposed financial sacrifices and en- 
dure supposedly painful procedure better his 
her appearance. Although the procedure rhino- 
plasty not very expensive and almost painless 
most instances, the patients have been given the 
idea “friends” that fabulously expensive and 
excruciatingly painful. The fact that they seek help 
spite this, even before they learn the simple 
truths the matter, still further points the anxi- 
ety and mental anguish from which patient can 
suffer because unsightly nose. Reviews the 
psychiatric literature are exceptionally helpful 
understanding the processes motivation these 
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Rhinoplasty safe, relatively painless and, 
patients are carefully selected, quite successful. 
Psychological and personal benefits amply justify 
the procedure. 

Frequent indications are feelings social re- 
jection ridicule and racial discrimination. Psy- 
choneurotic patients with severe complexes, how- 
ever, are poor subjects for rhinoplasty and should 
not operated upon. doubtful that rhino- 
plasty grossly changes the physiologic integrity 
the nose. 

Psychological trauma the patient during 
hospitalization avoided, sedation prop- 
erly gauged for each patient, and complete block 
anesthesia used preserve the cough reflex. 
The operation brief and small splint worn 
for few days. Complications are rare. 


cases, but detailed psychoanalytic descriptions are 
beyond the scope this paper. 

metropolitan areas, rhinoplasty has come 
taken matter course adolescents with im- 


Figure 1—Long nose with hanging septum and aquiline 
nasal hump. Correction produced striking physical and 
emotional benefits. 


be 


perfect noses, and their parents. Such operations 
are longer matter for much comment; they are 
accepted matter course like orthodontic pro- 
cedures. The public large well the medical 
profession have come realize the value our 
present day competitive society rhinoplasty 
provide “normal” and attractive facial appearance. 
rural areas, such operations still seem quite dar- 
ing and often are undertaken only when personality 
defects become pronounced that they override the 
negative attitude friends and relatives and even 
family physicians. There are few elective procedures 
medicine which are more universally successful, 
gratifying and helpful. With the steadily increasing 
number well qualified plastic surgeons, most 
whom are certified the American Board Plas- 
tic Surgery, there should excuse for depriving 
patient cosmetic rhinoplasty when needed. 


HISTORY 


Historically, the “Hindu method” and the well- 
known and ingenious reconstruction the nose 
Tagliacozzi are tremendous interest, but have 
little with modern cosmetic rhinoplasty. This 
has its present day origins largely the work 
Jacques Joseph Berlin, who published the result 
his remarkable techniques 1928. His works 
have been ruthlessly plagiarized and unduly dis- 
guised and complicated numerous latter-day 
messiahs rhinoplasty, each with his own follow- 
ing, but Joseph’s planning and technique, even 
more simplified form, the basic technique to- 
day. Gillies, Esser, Lexer, and Blair, each prominent 
his own country, contributed much, but the com- 
pendium information supplied Joseph his 
well known book, Nasenplastik, has never been 
equaled. More recently, the excellent book Brown 
and McDowell (C. Mosby and Company, St. 
Louis, 1951) summarized the progress the inter- 
vening years and beautifully presents its authors’ 
own techniques and accomplishments this grow- 
ing field surgery. 


INDICATIONS 


Without going into the obvious importance 
actual beauty and ugliness inter-human relation- 
ships, may observed that deviations from 
acceptable normal appearance the nose are dis- 
tressing many persons. The three “R’s” indicat- 
ing operation (aside from crush injuries and other 
obvious gross abnormalities) are Rejection, Ridi- 
cule and Racial discrimination. The degree emo- 
tional distress the patient often depends the 
degree introspection the personality involved. 
Large and even grotesque abnormalities are well tol- 
erated well compensated some persons whereas 


Figure 2.—Patient with posttraumatic depression prox- 
imal the tip. Correction was accomplished without the 
use cartilage implant. 


Figure 3.—A long nose with broad tip Cor- 
rection gave much more pleasant appearance the face. 
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Figure 4.—Nose with dorsal septal convexity and broad 
tip Correction gave more even appearance 
the features. 


Figure pointed nose patient with other- 
wise even features. Postoperative appearance very satis- 
factory. 
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smaller abnormalities may completely upset the 
equilibrium others. Whatever the distressing situ- 
ation that leads the patient inquire about the pos- 
sibility cosmetic correction the nose, they now 
may given sympathetic care and not subject 
cynicism censure because their inner feelings. 
The size the visible defect indication the 
size the problem from the patient’s point view. 

There are patients, however, with profound psy- 
choneurotic fixation the nose. some cases even 
psychotic behavior noted. preliminary observa- 
tion the patient’s personality traits while taking 
history and doing routine physical examination, 
plus element good judgment based reason- 
ing and experience, often will indicate which pa- 
tients are acceptable for operation. Operation pa- 
tients for whom operation not firmly indicated— 
and technically advisable—leads extreme unhap- 
piness the part both patient and surgeon and 
should strictly avoided. Exceedingly thick 
heavy skin bordering rhinophyma definite 
physical contraindication. Contraindications any 
kind should very carefully observed, since rhino- 
plasty entirely elective. 

Much has been written about the physiology and 
control the air stream the nose, with elaborate 
diagrams and postulations regarding the change and 
alteration air swirls due alterations the 
structure the external nose. Most these postu- 
lates are fancy rather than fact. Altered function 
the nose owing obstruction another matter. 
such cases submucous resection either before 
after rhinoplasty indicated. The combination 
minor submucous resection with rhinoplasty per- 
missible. The more conservative plastic surgeons 
feel that wiser and safer separate pro- 
cedures, allowing about four weeks between opera- 
tions, although some surgeons will occasionally 
radical septum operation and rhinoplasty the 
same time. Results these cases are usually inferior 
two-stage procedure. 

Some improvement cases vasomotor rhinitis 
the perennial type has been reported, but 
probable that this improvement due more the 
alteration the psychogenic factors than organic 
change. 


THE TIME FOR OPERATION 


ordinary circumstances rhinoplastic opera- 
tion should not done patients less than 
years age avoid interference with growth 
processes nasal development. Exceptions are oc- 
casionally made for extreme degrees obstruction 
crushing. 

Usually patient undergoing rhinoplastic pro- 
cedure the hospital the night preceding and 
the night following operation. nasal splint light 


Figure nasal abnormality. Correction im- 
proved entire appearance face. 
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Figure nasal hump and flaring nostrils which 
caused considerable emotional distress. Correction had 
striking benefit personality. 


aluminum worn for three five days. Periorbital 
ecchymosis, which commonly accompanies recon- 
structive nasal operations, usually lasts for week 
ten days. patient away from work approxi- 
mately week most cases. 


TECHNIQUE 


Preoperative study the patient entails com- 
bination sculptural judgment and consideration 
each case the limitation the tissues, the bony 
configuration, and the resiliency cartilage. The 
use plaster models, making “before” and “after” 
drawings and carrying out measurements with 
“profilometer” are unnecessary for the surgeon, al- 
though they may help give confidence the pa- 
tient. simple “rule thumb”—the surgeon cov- 
ering the side the objectionable hump with his 
thumb and using his index finger mask the elon- 
gated nasal tip while studying the nose from the side 
—is all that necessary. Lateral deviations are eas- 
ily determined frontal views. 

Preoperative preparation the patient includes 
routine history-taking, physical examination and 
laboratory studies. Medication given for sleep and 
allay apprehension. this regard, one should 
guard against the tendency hospital personnel 
frighten the patient with tales “someone they 
knew who suffered terribly from rhinoplasty” 
someone regretted she had done because 
one recognized her afterward.” Such tales have their 
origins misconceptions the press, movies and 
television, and perhaps sadistic desire the 
part some persons frighten patients. Sometimes 
patients with severe complexes who have relatively 
small defects finally become courageous enough 
enter the hospital for operation, then have their 
courage undone when someone the nonprofes- 
sional staff, perhaps even nurse intern says 
something like, don’t see anything wrong with 
your nose.” 

Preoperative medication usually barbiturate 
plus morphine-scopolamine injection half hour 
before operation. The patient should drowsy 
when brought the operating room, but cough re- 
flexes should active. Xylocaine, per cent, with 
epinephrine injected into the region the infra- 
orbital nerves and subcutaneously the nose and 
around the base the columella. Nasal packs satu- 
rated with Xylocaine ointment, per cent, are ade- 
quate for mucosal anesthesia. using them the un- 
desirable reactions from cocaine solutions spray, 
including the cocaine-epinephrine pressor interrela- 
tionship and the suppression swallowing and 
cough reflexes incident anesthesia the pharynx 
sprays, can avoided. 

Technique operation necessarily varies greatly 
from patient patient but follows closely the tech- 
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nique Joseph which subperiosteal resection 
redundant bone and cartilage carried out. The 
nasal processes the maxilla are divided with clean 
sharp saw-cuts and the bridge narrowed. Septal 
contours are revised. Correction the tip cartilages 
requires considerable artistry and experience ob- 
tain good esthetic result. most cases single 
incision inverting the alar cartilages from behind 
preferable making both posterior and an- 
terior rim incision which causes scarring and forma- 
tion stricture. The columella sutured its new 
position the septum and adjustments are made 
give the final nicety correction which de- 
sired. 

Complete rhinoplasty, skillfully done, should not 
take longer than minutes and should cause 
practically discomfort for the patient except for 
the mild discomfort the needle during the injec- 
tion local anesthesia. nasal splint light alumi- 
num fashioned and applied the nose and one 
parawax pack placed each nostril for hours. 


The morning following operation the nasal packs 
are removed and the patient permitted home. 
Three four days later the surgeon removes the 
nasal splint. some cases the nose supported 
small bit adhesive tape for two three more 
days. 


RESULTS 


Although plastic operations the nose for cos- 
metic purposes are not always completely successful, 
almost always very remarkable benefit appear- 
ance brought about. the patients have been se- 
lected with sufficient care, there should few post- 
operative difficulties. Complications such epi- 
staxis, hematoma and (extremely rare) infection 
may have dealt with. occasional case, 
minor secondary procedures—which can done 
the office—are necessary revise slight irregulari- 
ties which may develop with healing. 

1145 East Green Street, Pasadena 


DIAGNOSTIC AIDS FOR INDIGENT PATIENTS 


THE PRACTICE PATHOLOGY, which includes diagnosis tissues, the diagnos- 
tic acids and tests clinical pathology, and cytologic diagnosis body fluids, 
the practice medicine. 

The members the California Society Pathologists practitioners 
medicine desire serve patients irrespective their financial status, other 
physicians. The society repeats this pledge its members, any means available 
them, continue free, adjusted-fee diagnosis the management 
indigent patients not cared for public agencies the various towns, cities 
and counties this state, the same basis does the referring physician. 

This pledge specifically intended include any exfoliative cytologic 
procedure proposed part any mass survey conducted any unit 
federal, state municipal government any private organization. 

Consult your local pathologist. 


CALIFORNIA SOCIETY PATHOLOGISTS 
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Mitral Aortic Commissurotomy 


Criteria for Selection Patients 


THE NEW AGE open heart surgery—that is, with 
the operative field exposed direct vision—points 
the need for renewed evaluation operations 
for rheumatic heart disease. Although the criteria 
for the selection patients most suitable for opera- 
tions the mitral have changed little, the 
number “ideal” patients for the operation grad- 
ually diminishing. the less favorable remaining 
group, multivalvular lesions and myocarditis are 
presenting increasingly complex problems. the 
midst this changing pattern the advent open 
heart surgery, particularly the field aortic 
valve disease, has created special and new problem. 


The purpose this presentation separate 
the subvarieties mitral and aortic stenosis 
physiologic terms the hope achieving better 
understanding postoperative clinical results. 
approximately per cent cases these postopera- 
tive results have been moderately good excellent; 
the remainder there little improvement. 
Some attempt must made uncover the reasons 
behind the lack improvement. 


The first step the appraisal the selection 
patients for mitral commissurotomy will the con- 
sideration five separate clinical situations wherein 
mitral stenosis the predominant lesion: Patients 
Group those best suited for successful opera- 
tion are those with small heart and high pul- 
monary artery pressure. Such patients are ideal for 
operation. Group embraces patients with mitral 
stenosis without mitral block, and therefore without 
elevation pulmonary artery pressure. such pa- 
tients operation useless. Group III includes pa- 
tients with relatively small heart bui with the clin- 
ical and physiological findings low grade myo- 
carditis. such patients operation may disas- 
trous. Group are patients with large heart, 
with without myocarditis, who have striking 
elevation pulmonary artery pressure. such 
cases, valvulotomy may entail per cent 
per cent mortality rate and may verge upon being 
procedure desperation. Group includes pa- 
tients with recurrent single embolism; for them, 
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the selection patients for mitral commis- 
surotomy, five separate categories are con- 
sidered: (1) true mitral block with small heart 
and high pulmonary artery pressure, (2) mitral 
stenosis without mitral block, (3) mitral steno- 
sis with subacute carditis, (4) mitral stenosis 
with marked cardiac hypertrophy, and (5) 
mitral stenosis with embolism. 

Surgical results are good excellent provided 
adequate preoperative evaluation has eliminated 
the groups with subacute carditis, and those with- 
out mitral block. Cardiac catheterization val- 
uable adjunct difficult problems. 


operation done preventive measure. Each 
type will discussed turn. 


Group The selection the ideal patient for 
mitral commissurotomy should identical the 
selection patient with significant degree 
mitral block. All investigators would agree with 
Crafoord and that patients with pure mitral 
stenosis, small heart, prominent pulmonary vascu- 
lar shadows and history episodes hemoptysis, 
coughing and pulmonary edema would ideal can- 
didates for operation. electrocardiogram con- 
sistent with right ventricular hypertrophy would 
constitute additional confirmatory evidence strain 
the right ventricle. However, wise remem- 
ber this connection that only per cent pa- 
tients with elevated pulmonary artery pressure show 
the electrocardiographic pattern right ventricular 
This, then, represents the patient with 
“mitral block”—a purely mechanical barrier left 
ventricular inflow which the height pulmonary 
vascular resistance the measure the degree 
obstruction the mitral valve. Such patient usu- 
ally presents few problems diagnosis therapy. 
group discussed Janton and that pul- 
monary artery pressure falls significantly after op- 
eration patients with successful result. Further- 
more, least the series patients reported 
upon herein who had cardiac catheterization before 
and after operation, the degree clinical improve- 
ment often paralleled the degree decrease the 
pulmonary artery pressure. adequate valvu- 
lotomy, pointed out, plastic pro- 
cedure and implies complete anatomic separation 


CALIFORNIA MEDICINE 


| 

4 

7 

7 

7 

4 

q 


the anterior commissure, partial division the 
posterior commissure and careful attention the 
chordae tendinae surrounding the anterior leaflet 
the mitral valve. However, commissurotomy appears 
never bring about complete restoration normal 
valve function, since completely normal pulmonary 
vascular pressure rare following operation. 


II. Mitral stenosis not infrequently 
present without mitral block. valvular diameter 
less than 1.5 cm. necessary for the development 
significant disability significant elevation 
pulmonary artery pressure rest, during exer- 
cise. number young patients, mostly female, are 
seen with mitral stenosis and without cardiac en- 
largement, disturbance pulmonary vascular cir- 
culation evidence right ventricular hyper- 
trophy. this group, fatigue, dyspnea even pal- 
pitation may extremely difficult evaluate. 
several occasions recently, cardiac catheterization 
was necessary establish the presence normal 
pulmonary artery pressure rest and during exer- 
cise. Operation was contraindicated. There are some 
investigators who seem assume that such patients 
will show progressive pulmonary hypertension, and 
who imply that such process may arrested 
early valvulotomy. Only few, including Crafoord 
and Werko,’ accept the possibility that such lesion 
may static. The author, agreement with Cra- 
foord, believes that the development the lesion 
its final form adolescent process relatively 
short duration—according White and 
one two years. seems more likely, then—al- 
though has not been proved—that the readjust- 
ment pulmonary dynamics occurs early life, 
and that progressive pulmonary hypertension over 
period years rare without further rheumatic 
valvular damage. 


Group III. second extremely important group 
patients are those with mitral stenosis whom 
the pulmonary artery pressure virtually normal 
under resting conditions. Patients this order, 
was recently emphasized Wood and co-work- 
are presumably exemplary subclinical rheu- 
matic myocarditis without mitral block. Clinically 
apparently impossible distinguish this group 
from patients who have pure mitral block. The char- 
acteristic findings cardiac catheterization are 
subnormal cardiac output, normal resting pul- 
monary artery pressure and either normal or, 
more usually, elevated pulmonary artery pres- 
sure during exercise. Although symptoms tend 
somewhat more pronounced than patients with 
mitral block, and general the heart size slightly 
larger, distinguishing those one group from those 
the other cannot done acceptably physical 
examination, the electrocardiogram x-ray studies. 
However, Group III patients may occasionally 
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identified lack response bed rest and digi- 
talization. Approximately per cent the patients 
studied Ferrer and co-workers® and per cent 
the patients the present series fell into this 
category. 

recapitulate, there are two types patients, 
both with low pulmonary artery pressure, whom 
mitral valvulotomy would seem either useless 
hazardous. The first type, including those with 
minimal degree mitral stenosis insufficient pro- 
duce mitral block, has few abnormal features; the 
second type has myocardial insufficiency pre- 
dominant cardiovascular lesion. the former group 
psychosomatic poorly evaluated complaints may 
lead ill-advised valvulotomy. the latter group, 
where myocarditis present, valvulotomy may re- 
sult disastrous flareup the rheumatic state. 


Group IV. Patients this group have, con- 
comitant with mitral stenosis, large hearts, high 
incidence atrial fibrillation and present past 
congestive failure. this group the operative mor- 
tality ranges from per cent per cent, al- 
though some cases results are very good. 
likely that this group includes rather large pro- 
portion patients with subacute myocarditis ad- 
dition mitral block. Cardiac catheterization will 
show very low cardiac output and very high pul- 
monary artery pressures. Here again likely that 
spectacular results occur primarily those patients 
whom mitral block rather than myocarditis the 
essential pathologic lesion. this group that 
the decision for against operation would seem 
the most difficult, since definitive physiologic 
clinical criteria are available for clear-cut selec- 
tion favorable candidates. 

This group made patients with 
mitral stenosis, peripheral emboli and varying de- 
grees cardiac disability. Storer and 
reported the incidence atrial thrombosis 
per cent mitral stenosis and per cent mitral 
insufficiency. They looked upon the regurgitant jet 
that present the latter condition safety fac- 
tor which prevents thrombosis. The incidence 
embolization course much higher with auricu- 
lar fibrillation than with normal sinus rhythm. The 
presence single peripheral embolus should 
indication for immediate valvulotomy unless spe- 
cific contraindication present. The incidence 
peripheral embolization sharply reduced follow- 
ing mitral commissurotomy, was shown re- 
port Ellis and Harken® series 440 patients 
with incidence only peripheral emboli 
months after operation. 


Cardiac catheterization has contributed greatly 
the understanding mitral valve operations, was 
observed Herman and Data 
patients who had cardiac catheterization before and 
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Group* 


means, with the ranges parentheses. 


after mitral commissurotomy are presented Table 
Eleven patients had clear-cut excellent result. 
them the systolic pulmonary artery pressure, always 
above mm. mercury before operation, and usu- 
ally much higher, was least per cent lower 
after operation than before. The clinical results 
these patients were also excellent. six additional 
patients, whom the original level pulmonary 
artery pressure was not high, there was mod- 
erate decrease pulmonary artery 
mm. mercury. The clinical result was variable; 
two showed pronounced improvement, two had 
moderate improvement and two did not improve. 
Nine patients had decrease pulmonary artery 
pressure after operation, albeit three showed definite 
clinical improvement and two showed some improve- 
ment. Four were unimproved. 


From this summary might said that clinical 
improvement probably related the initial de- 
gree mitral block and also related the de- 
crease pulmonary artery pressure, although the 
latter relationship far less precise. These findings 
are agreement with those Holling and 
who emphasized the singular importance pul- 
monary artery pressure measurements and com- 
mented the lack correlation between the cardiac 
output and degree disability. The poor results 
the present series are generally attributable five 
causes: (1) gross cardiac enlargement with probable 
myocardial insufficiency; (2) unrecognized myo- 
carditis small heart; (3) absence significant 
mitral block; (4) thromboembolic complications; 
(5) surgical failure—a relatively minor cause. 


The complexities cardiac catheterization have 
stimulated search for simpler physiologic tests 
the selection patients for operation. analyzing 
patients whom pulmonary function was ap- 
praised,® was found that the vital capacity corre- 


TABLE 1.—The Relationship Degree Clinical Improvement Fall 
surotomy Patients Studied Cardiac Catheter 


Initial pulmonary artery 


Postoperative fall int pulmonary artery pressure 


Per cent fall pulmonary artery pressure after 


Number patients having operation primarily for 
Number patients with 
Number patients without mitral 
Number patients with gross cardiac 


*Groups I, II and III (see text) were classified according to whether the surgical result was excellent, moderately good or poor. 
tInitial systolic pulmonary artery pressure and fall in pulmonary artery pressure (in mm. of mercury) after operation were expressed in group 


stolic Pulmonary Artery Pressure After Mitral Commis- 
zation Before and After Operation. 


(64 140) (31 104) (30 72) 

(30 85) 40) (—12 +8) 

moderate 


lated quite well with the level pulmonary artery 
pressure and with pulmonary vascular resistance, 
whereas maximum breathing capacity, arterial oxy- 
gen saturation, ventilatory equivalents for carbon 
dioxide and for oxygen and indices distribution 
and diffusion showed correlation with pulmonary 
artery pressure. most interesting finding was the 
presence relatively normal vital capacity and 
maximum breathing capacity many patients with 
normal pulmonary artery pressure, low cardiac 
output and probable rheumatic myocarditis. may 
deduced that two simple procedures, the determi- 
nation the vital capacity and maximum breath- 
ing capacity, may uncover unsuspected case 
subclinical rheumatic myocarditis, and also will, 
pure mitral stenosis, give rough estimate the 
degree pulmonary disability. 

familiar problem the selection candidate 
for mitral commissurotomy the appraisal the 
degree mitral insufficiency and other valvular 
lesions. stated, mitral insufficiency may 
take three forms: (1) the small regurgitant jet pres- 
ent with the very stiff and probably calcified valve; 
(2) the moderate regurgitant jet produced or- 
ganic valvular regurgitation with predominant short- 
ening the chordae tendinae; (3) the grossly patu- 
lous mitral opening produced dilatation the 
mitral ring rheumatic carditis. The small-sized 
jet clinically unimportant and may disappear 
completely after valvulotomy. With moderate- 
sized jet combination mitral stenosis and in- 
sufficiency may present. this situation 
that additional laboratory data can critically 
important deciding whether mitral stenosis 
insufficiency predominant. Owen and said 
that the two cannot occur together equal de- 
gree, and auscultation should decide the problem. 
Owen and Wood particularly emphasized the im- 
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portance the opening snap sound that almost 
never occurs when mitral insufficiency the pre- 
dominant lesion. series 150 patients with 
mitral stenosis, they noted, the opening snap was 
absent only per cent. patients this classi- 
fication, either pronounced calcification the valve, 
auricular thrombi aortic insufficiency was noted 
operation. 


Besides direct left atrial pressure curves, other 
laboratory aids such the phonocardiogram and 
electrokymogram may valuable. Also, Levin- 
reported, striking regurgitant wave mitral 
insufficiency may present pulmonary capillary 
tracings. the phonocardiogram the time between 
the second sound and the opening snap shortened 
proportion the height atrial diastolic pres- 
sure. addition, observed, the time be- 
tween the wave the electrocardiogram and the 
first heart sound lengthened. the electrokymo- 
gram, according Haring and 
early systolic plateau present mitral 
ciency and late systolic plateau present when 
mitral insufficiency combined with stenosis. 
spite these laboratory aids, mitral insufficiency 
remains difficult diagnosis. the series Storer 
and for example, correct diagnosis 
mitral stenosis versus insufficiency was made 
only per cent patients. badly deformed valve 
with true mitral insufficiency presents definite 
hazard and present there adequate opera- 
tion. 


aortic stenosis, mitral stenosis, the selec- 
tion patients for commissurotomy based upon 
two factors; the presence operable valvular 
lesion, and evidence that such lesion sympto- 
matic and progressive. The appraisal opera- 
tive lesion somewhat more difficult than mitral 
stenosis. well known that proportion pa- 
tients with aortic stenosis have neither significant 
thrill nor appreciable decrease intensity 
the second sound the aortic area. Fortunately 
intra-arterial pressure curves aid greatly the 
analysis precordial and basal systolic murmurs 
and should routinely used rule out stenosis 
the aortic valve, Goldberg and 
noted. 


recently emphasized that aortic stenosis 
progressive lesion and symptomatic one; 
per cent the patients reported upon, there 
was measurable degree dyspnea. Thus aortic 
stenosis mitral stenosis, objective evidence 
disability occurs earlier than was formerly 
earlier, for example, than the classic 
triad angina, syncope and sudden death. How- 
ever, patients with aortic valvular stenosis have very 
slow progression disability, and the average age 
death rather high; Anderson’s! recent re- 
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ported series, was years. Adequate selection 
suitable candidate for operation immense 
job, involving the balance the present high surgi- 
cal risk against what may only moderate pro- 
longation life. 

Probably the only satisfactory estimate the 
degree aortic stenosis reached the direct 
measurement the pressure across the aortic valve 
left heart catheterization, Bjork and Malm- 
strom® did, or, instead this, comparison 
the left ventricular and brachial systolic pressure. 
However, Musser and pointed out, 
severe aortic stenosis may occur with small pres- 
sure gradient, since the cardiac output, mitral 
stenosis, factor determining the height the 
pressure gradient. Brachial artery pressure curves, 
although helpful the establishment the diag- 
nosis, cannot correlated directly with the degree 
aortic stenosis. They are, however, valuable ad- 
junct physiologic appraisal, since some idea 
left ventricular function may obtained com- 
paring such curves before and after the Valsalva 
maneuver. 

clear analysis the problems related aortic 
valvulotomy was recently presented Litwak and 
relating surgical failures morpho- 
logic abnormalities the orifice. Calcification, pres- 
ent per cent the cases they studied, although 
contributing the rigidity the valve, was not 
nearly important deterrent thickening the 
commissures, which made them completely immo- 
bile. Immobility leaflets was found the sin- 
gle most important deterrent the creation 
adequate orifice. discussion aortic commissu- 
rotomy complete without mention the report 
Bailey and Bailey pioneered first the 
transventricular the aortic approach 
aortic commissurotomy. With the transventricular 
approach the mortality rate was per cent; with 
the aortic approach, slightly over per cent. the 
transventricular approach was soon found that 
many cases the thickened ventricular wall could not 
pierced with the aortic valve dilator without con- 
siderable risk death from ventricular fibrillation. 
This was rarely true, however, when mitral stenosis 
and aortic stenosis occurred combined lesion, 
since the stenosis the mitral valve protected the 
left ventricle from overdistention and hypertrophy. 
Although the aortic approach, utilizing plastic 
pouch, permits digital palpation the aortic valve 
and careful placement the dilator the indi- 
vidual commissures, the strong fusion the cusps 
per cent cases makes adequate commissure 
separation difficult. Furthermore, almost im- 
possible decide clinically which patient will have 
immobile valve. 


i 


The most exciting and encouraging surgical ap- 
proach date was recently reported Lillehei and 
co-workers.”° one patient, woman years 
age, pump oxygenator was used by-pass the 
circulation from the superior and inferior vena cava 
the left subclavian artery. This technique was 
combined with retrograde perfusion oxygenated 
blood through the coronary sinus, thus maintaining 
myocardial circulation and preventing air embolism. 
After cross clamping, the root the aorta was 
opened, the aortic valve exposed and the commis- 
sures divided dissecting scissors down the 
annulus. Some the calcium was trimmed off and 
the synechiae binding the cusps against the inner 
aortic wall were divided. would seem that such 
direct plastic procedures may the future the 
operations choice for stenosis. 
Box 25, 1200 North State Street, Los Angeles 33. 
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Multiple Sclerosis 


Failure Treatment with Orally Administered Digestive Enzymes 


ALAN FRIEDMAN, M.D., Los Angeles 


ONE THE MANY unsolved medical problems 
that multiple sclerosis. The cause unknown 
and there treatment which felt majority 
competent authorities alter the incidence, 
severity duration the disease. Hence, when 
patient who was treated (almost fortuitously) with 
protein enzymes seemed greatly improved, 
study was undertaken evaluate the use these 
preparations the therapy multiple sclerosis. 


REPORT CASE 


The patient who led this study was 47-year- 
old stock rancher who had neurologic symptoms 
until December 1942, when began have 
generalized headaches with localization. Feb- 
ruary, 1943, for five days “felt though 
pruneskin was attached the upper side the right 
half mouth.” Shortly thereafter, for six-day 
period the right half his face felt from the 
hairline the upper lip, and the area felt though 
had lost feeling it.” few days later the patient 
awoke with decidedly disturbed vision the right 
eye. The condition progressed absolute blindness, 
which cleared over period month during 
which vitamin and fever therapy was carried out. 
Except for transient paresthesias the extremities, 
the patient then was essentially good health until 
transitory spell radiating tingling pains the 
left upper extremity occurred 1945. Early 
1947, the eyes began “jumping from side side,” 
and 1948 the patient had several episodes 
dimness vision the right eye which would clear 
after five ten minutes rest. Except for pro- 
nounced decrease libido, the patient’s status was 
fairly stationary until December 1950 when 
noticed clumsiness and easy fatigability the left 
lower extremity. 

Upon neurological examination 1951, ab- 
normalities were observed ophthalmoscopically. Ny- 
stagmoid movements upward gaze were noted and 
there was very slight degree horizontal nystag- 
mus. Also noted were very slight anisocoria, dimin- 
ished perception vibration over the right malleoli, 
slight hyperreflexia with three four strokes 
abortive left ankle clonus, and Babinski’s sign 
the left side. The patient hopped the left foot with 
slight difficulty and had slight moderate impair- 
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series patients with multiple sclerosis, 
most whom had had the disease long time, 
had clinical response therapy with pro- 
tein enzyme preparation (Entozyme®) over 
period months. They did, however, 
show improvement the chylomicron in- 
dex and albumin concentration the blood 
serum. 


ment station standing the left foot alone. 
“From these data and from the history,” the neu- 
rologist reported, “it apparent that the patient 
has multiple sclerosis.” 

July, 1952, while reading some livestock 
feeding problems, the thought occurred the patient 
that his body might not producing enough the 
proper enzymes. Since felt that proteins were 
closely related the nervous system, decided 
try “protein enzymes” supplement. His physician 
then suggested and the patient started 
taking three tablets three times daily after meals. 
November 1952, said felt considerably less 
malaise and July 1953 the patient felt that most 
the symptoms had cleared. continued take the 
preparation, varying the dose development gas- 
trointestinal hyperperistalsis from time time 
seemed dictate. August 1954 the patient 
began taking Pancreatin® rather than Entozyme, 
hoping avoid these unpleasant side effects. 
April 1955, started taking Erepsin® and soon 
afterward discontinued Pancreatin. Thereupon ex- 
acerbation the disease developed and the patient 
was hospitalized for ten-day course histamine, 
which did not help. was then given enteric coated 
Pancreatin tablets and was apparently subjectively 
improved within three days and two months was 
back the previous improved status. November 
1955 was again examined the same neurolo- 
gist, who noted that there was appreciable loss 
perception vibration both lower limbs, with 
ataxia and more evident reflex changes than were 
previously observed. 


When the patient was last observed, July, 1956, 
the gait was apparently greatly improved. There 
was nystagmus and the .intention tremor was 
characterized mild. 


*Entozyme, made the Robins Co., Inc., con- 
tains 250 mg. pepsin, N.F., 300 mg. Pancreatin, U.S.P., and 
150 mg. of bile salts. 
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No. Dominant Lesion* 
Patients 


Cerebellar Pyramidal I 


METHODS 


After observation the patient the foregoing 
case study was begun determine the value 
Entozyme the treatment multiple sclerosis 
series patients. The Robins Co. helped 
setting double blind experiment supplying 
Entozyme and also placebo tablets identical ap- 
pearance the active preparation. These were pre- 
scribed “Entozyme and “Entozyme and 
the clinician evaluating the patients neurologically 
did not know which one contained the medication 
until the study had been going for approximately 
twenty months. The dosage was three tablets three 
times daily after meals except the rare cases 
which gastrointestinal difficulties made reduction 
the dose necessary. 


The evaluation therapy group patients 
with multiple sclerosis and the attempt set 
controlled study fraught with difficulties. disease 
which may have duration twenty thirty years 
and which almost requires history exacerbations 
and remissions make the diagnosis, would ob- 
viously most perplexing assess. The problem 
establishing two groups comparable cases 
also most challenging disease characterized 
such protean nervous system manifestations. 
attempt was made solve these problems the 
following manner. Patients dealt with the Multiple 
Sclerosis Clinic the Los Angeles County General 
Hospital were divided into categories depending 
the neurological site the most pronounced clinical 
involvement—upper motor neuron (pyramidal sys- 
tem), cerebellar, optic nerve and other cranial 
nerves. Attempt was then made alternate between 
consecutive patients with the same major system 
involvement and, some extent, with approximately 
the same known duration the disease, putting one 
patient one group and the next such patient 
another. order provide some laboratory data 
for objectivity and evaluate some recent studies, 
chylomicron and filter paper electrophoresis studies 
were done the patients before therapy was started 
and again after some three six months treat- 
ment. 


Recording the course the disease the patients 
has been done various investigators many 
ways. Counting the number exacerbations re- 


TABLE 1.—Clinical Data Two Groups Patients with Multiple Sclerosis—One Treated with Mouth, the Other 
Receiving Placebos 


Functional Classification (Thygesen) 


*All had various degrees involvement other neurological spheres. 


Duration of 
Disease (Years) 


Range Average 


1-32 
2-24 


II il IV v 


missions, recording detail the neurological status 
and the changes, noting the degree improvement 
the predominant symptoms the current attack, 
evaluating the over-all functional status the 
patient—these are among the many methods pro- 
posed. combination the functional status classifi- 
cation and observation the neurological course was 
deemed best for the present study. Hence abbre- 
viated ability survey chart was added each pa- 
tient’s hospital chart. This chart covered ambulation, 
toilet habits and ability clothe oneself, feed one- 
self, household chores, sew and write letters. 
The patient was then classified according Thyge- 
sen’s® system (I) fully capable original occupa- 
tion, (II) partially capable original occupation, 
(III) incapable original occupation, but fully 
partially capable lighter work, (IV) completely 
incapacitated, not bedridden, and (V) bedridden. 
Entries were made these charts every three 
four months. Thorough history-taking 
rological examination were carried out the begin- 
ning the study and the neurological status was 
redetermined about every six eight weeks. 


RESULTS 


During our study, patients were given Ento- 
zyme and were kept under close observation for 
minimum months, and most them for 
least months. The control group (placebo 
was made patients who were nearly 
comparable possible the treated group (Table 
1). During the months this study, none 
the patients either the Entozyme treated 
the control group showed any improvement func- 
tional classification, although there were minor 
changes from time time neurological symptoms 
signs. The two patients who were Class (bed- 
ridden) when therapy with Entozyme was started, 
died approximately months later. Two patients 
deteriorated from Class III Class while receiv- 
ing Entozyme, while one went from IV. the 
control group, two went from Class III Class 
while one went from All other patients main- 
tained the same general functional status throughout. 

The chylomicron index returned normal range 
the Entozyme treated patients but remained above 
normal limits the patients receiving placebo tab- 
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Serum albumin, which low untreated 
cases, was increased during Entozyme administra- 


DISCUSSION 


Aside from the rather nebulous evidence ther- 
apeutic efficacy Entozyme the case herein re- 
ported, was there any possible rationale for hope 
the use this preparation? Lowry reported 
the use deproteinated pancreatic extract (De- 
propanex®) group patients with multiple 
sclerosis long standing. believed that the 
patients were improved but attributed the im- 
provement the vasospasmolytic properties the 
drug. Pancreatic substance given mouth cannot 
considered affect the status vascular tone 
and one has indicated any deficiency diges- 
tive enzymes patients with disseminated sclerosis. 
However, there have been many studies indicating 
disturbance lipid metabolism patients with 
this disease. Swank* from McGill and the University 
Oregon espoused the hypothesis that diet high 
fat content associated with high incidence 
multiple sclerosis. suggested that high fat intake 
may even precipitate the disease persons with 
inherent metabolic defect. However, did not spec- 
ulate any fat absorptive defect which might 


Thienes and Dr. Skillen and co-workers carried 
out the chemical studies. 


affected digestive enzyme taken orally. ex- 
pressed belief that the number exacerbations was 
reduced giving patients low fat diet. 

why the condition the patients the 
series here reported upon either deteriorated or, 
best, was unchanged, this was primarily owing 
the type case that was being dealt with. Many 
students this disease have noted, and Kurtzke? 
recently reiterated, that the remission spontaneous 
improvement rate inversely proportional the 
duration the disease the particular exacer- 
bation under study. The cases both the treated 
and the control group the present series were 
almost all many years’ duration. 

6317 Wilshire Boulevard, Los Angeles 48. 
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GIANT CELL TUMOR debatable neoplasm and 
since was first described there has been variety 
opinions regarding the nature the lesion and 
etiologic factors. There have been three schools 
thougkt: (1) That benign tumor and does 
not metastasize (2) that 
traumatic origin and not tumor (Martland®) (3) 
that true tumor, usually benign but capable 
unpredictable and adverse biological 
(Jaffe, Portis and Lichtenstein, and Coley). 

difficult get definitive histological criteria, 
for much the early material reported some 
the finer microscopic detail was neglected. However, 
Codman recognized that true giant cell tumors did 
not have thick-walled blood vessels and 
stated that bone was regularly absent. Both Williams, 
Dahlin and and Jaffe, Lichtenstein and 
Portis® noted osteoid formation. 

There unanimity opinion the ana- 
tomical sites which these lesions may located. 
Furthermore, there are many investigators who 
would include the giant cell lesions the jaws 
giant cell tumor 1953, 
described the giant cell lesions the jaws “giant 
cell reparative granuloma” and said had never 
seen true giant cell tumor the jaws. Jaffe also 
observed similar lesion cervical vertebra. 
Furthermore, was unable differentiate either 
the peripheral central type this lesion from the 
one appearing some cases hyperparathyroidism. 
The same condition, according Jaffe, charac- 
terized the Armed Forces Institute Pathology 
the “giant cell lesion.” 

the purpose this report call attention 
some giant cell lesions bone which frequently, 
but not necessarily, occur persons under the age 
years; which usually occur other than, 
well in, long type bones, and which have histologic 
structural characteristics not present what are con- 
sidered true giant cell tumors. The authors 
the departments Surgical Pathology and Surgery, School 
Medicine the University Southern California, the Orthopedic 
Hospital, the Los Angeles County General Hospital, and the Tumor 


Tissue Registry the Cancer Commission, California Medical Asso- 
ciation, Los Angeles, California. 


The photography was done Mr. Lloyd Department 
Photography at Los Angeles County General Hospital. 
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Giant Cell Lesions Bone 


Preliminary Report Pathological Entity 


BULLOCK, M.D., and VERNON LUCK, M.D., Los Angeles 


three cases giant cell tumor-like lesion 
bone, the histological characteristics the 
lesions were fibrogenic stroma, capillaries, 
thick-walled blood vessels, multinucleated giant 
cells, osteoid tissue and bone trabeculae. 


believed that tumors that kind are an- 
other giant cell variant that should separated 
from the true giant cell tumor for other 
reason than the favorable response conserva- 
tive surgical therapy. 


believe that these lesions are histologically the same 
lesions are found jaws and times the 
vertebrae and that have been termed “giant cell 
reparative granuloma.” illustrate these giant cell 
lesions, three representative examples have been 
chosen, one the lower end the radius, one 
the talus and one vertebral body. Diagnosing 
these lesions offers problems when there ade- 
quate material available. The authors believe that 
they are benign but are uncertain whether they 
are neoplastic granulomatous. 


REPORTS CASES 


17-year-old white boy was first seen 
the Orthopaedic Hospital, Los Angeles, April 19, 
1954, with complaint pain the left foot and 
ankle that followed sprain 1952. was not until 
several months after the injury that swelling and 
pain developed the medial aspect the foot. 
then sought medical attention. x-ray film was 
taken, which was stated have shown fracture. 
Palliative treatment was given. June, 1953, 
another hospital biopsy and bone graft were done 
and the patient then wore cast for three months. 
When observed the Orthopaedic Hospital second 
time June, 1954, biopsy and x-ray (Figure 
examination the lesion were carried out and 
diagnosis aneurysmal bone cysts was made. Roent- 
gen therapy was begun halt further progress 
the lesion, but the growth persisted (Figure 2). 
January 14, 1955, the defect was curetted and bone 
chips were placed the cavity. The previous biopsy 
was reviewed together with the more adequate tissue 
removed curettage and diagnosis was made 
“giant cell reparative granuloma.” (Figure 3). 


34-year-old white woman entered White 
Memorial Hospital because pain between the 
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Figure and expanding lesion, anterior 
portion talus. 


Figure 2.—Appearance same lesion approximately 
four months following biopsy and x-ray therapy. 


scapulae five months’ duration. There was tender- 
ness the back about the level the eleventh 
thoracic vertebra, and x-ray film (Figure 
showed osteolytic lesion that segment. There 
were gross motor sensory abnormalities except 
some weakness the lower extremities. Laminec- 
tomy was done October 1955. tumor that was 
destroying the eleventh thoracic vertebra and ex- 
tending into the spinal canal was observed. After 
curettage and laminectomy, the patient felt well for 
three months. Backache then recurred the previous 
site and the patient also noted weakness and pares- 
thesias the lower extremities. She was readmitted 
hospital January 1954. physical examina- 
tion, sustained bilateral ankle clonus was observed. 
Operation was carried out and part the vertebral 
body the eleventh thoracic segment was removed 
and the spinal cord was completely decompressed. 
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Figure 3.—Note the characteristic size and shape the 
giant cells, the loose small spindleoid cell stroma and the 


fiber bone 


Figure 4.—Osteolytic lesion anterior portion 11th 
thoracic vertebra, secondary compression anterior por- 
tion with degenerative change about joint space. 


The patient went into shock and was deemed inad- 
visable continue the fusion aspect the operation 
and the rest the resection the tenth and eleventh 
vertebrae. The tissue removed the various opera- 
tions was essentially the same (Figures and 6). 
Operation was done again February 14, 1956, 
small residual portion the tumor and consider- 
able amount scar tissue about the cord were re- 
moved, were the remaining portion the eleventh 
and half the twelfth thoracic vertebra. The patient 
was placed cast and when last observed, Novem- 
ber, 1956, was walking. 


§ 4 , 


Figure 5.—Note the bony trabeculae with osteoclast 
and collagenized stroma from original biopsy 


30-year-old negro woman was first seen 
the Los Angeles County Hospital Novem- 
ber, 1949, with painful swelling the wrist 
four months’ duration. Upon x-ray examination, 
large, expanded osteolytic lesion the distal 
radius with extremely thin cortical walls was ob- 
served (Figure 7). The histological diagnosis was 
giant cell tumor. Curettage and packing the cavity 
with iliac bone chips were carried out December 
1949. September 1951 was observed that 
the graft had “taken” solidly. the time last 
examination, some seven years after operation, 
evidence reactivation was noted and the patient 
complained only minor aching after prolonged 
use and damp weather, which was consistent with 
traumatic arthritis the radiocarpal joint. Upon 
review the diagnosis was: Giant cell reparative 
granuloma. (Figures and 9). 


PATHOLOGY 


The tissue that removed from lesions the 
kind under discussion may quite indistinguish- 
able from material curetted from true giant cell 
tumors. the other hand the tumor may, like 
the peripheral and central giant cell tumor the 
jaws (so-called), contain obvious bone. The struc- 
tural characteristics the giant cell lesions de- 
scribed here are those spindle and giant cell 
growth, with the fibroblast much like that seen 
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Figure 6.—Soft tissue extension time second oper- 
ation (Case 


Figure 7.—Osteolytic lesion distal radius expanding 
cortex with cystic trabeculations. 


reparative granulating tissue and such lesions 
infiltrating fascitis rather than the round plump cell 
seen true giant cell tumors. Other features are the 
large amounts intercellular collagenic tissue, the 
characteristic thick-walled blood vessels, and the 
osteoid formation well the spicules bone 
the coarse fiber type. These are not situated the 
periphery, and they are the result hemorrhage 
and necrosis there residuum indicate that 
such might the case. most these prolifera- 
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tions, adequate sections are taken, least osteoid 
tissue will found, sometimes scattered foci, 
sometimes quite large amounts, and some pro- 
liferations coarse fiber bone will present. The 
spindle-cell element has variable numbers giant 
cells and these are quite often indistinguishable from 
the giant cells true giant cell tumors. However, 
many the giant cells even the closely packed 
spindle-cell areas have clear space around them. 
This clear space apparently due shrinkage, but 
constant artefact not usually noted the 
closely packed portions true giant cell tumor. 
Also, the giant cells have tendency irregularity 
shape, with the syncytial cytoplasmic border 
the giant cell oftentimes sharply angulated. The 
number nuclei not nearly uniform true 
giant cell tumors. the border these lesions the 
connective tissue often well vascularized and 
more mature looking with lesser density spindle 
and giant cells, and the confining bone appears 
absorbed vascular resorption rather than ac- 
tual giant cell invasion. However, there were num- 
ber areas which spindle-cell connective tissue 
with giant cells appeared eroding the cortical 
bone. The cortex and periosteum may violated 
and soft tissues invaded. 


DISCUSSION 


There has been great deal written about giant 
cell tumors bone. Some investigators have been 
quite strict the classification® such lesions, 
excluding all other giant cell lesions variants— 
benign chondroblastoma bone, nonosteogenic 
fibroma, aneurysmal bone cyst, giant cell tumors 
subperiosteal type. These observers also stress that 
the majority giant cell tumors bone are con- 
fined the long bones. Morton® expressed the opin- 
ion that the true giant cell tumor being too sharply 
circumscribed and that does occur the humerus, 
calcis, the ribs, vertebrae and sacrum, the 
metacarpals and metatarsals and the maxilla and 
mandible. 


From the time the first documented descrip- 
tion giant cell lesions, there has been indecision 
whether they are true neoplasms and, true 
neoplasms, whether they are benign malignant. 
The interest these tumors has vacillated and the 
debate the benignancy malignancy has been 
(cited the lesions were the jaws. After 
paper there was gradual acceptance that 
some these tumors are malignant. work 
did much establish that most giant cell lesions 
the jaws are not true giant cell tumors. The authors 
agree with Lichtenstein,’ who said: Until there 
general agreement, actual practice well 
theory, what constitutes giant-cell tumor, 
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Figure 8—The giant cells have irregular, angulated 
margins and clear spaces about them. The stroma loose 
and spindleoid 


seems futile discuss results treatment one 
method another—treatment what, one may ask. 
Stated more explicitly, the real giant-cell tumors 
are freely watered down other lesions 
serious consequence, then results treatment any 
method can made look good.” 

Treatment the lesion should curettement; 
and, the case large lesions, the cavity may 
filled with autogenous bone bone from bank. 
Numerous sections should made the material 


Figure the thick-walled vessels, the collage- 
nized stroma and the small size the cells 


removed, order that adequate histological study 
can carried out. 
1200 North State Street, Los Angeles 


Case was submitted the Registry Ewald Lonzer, 
M.D., White Memorial Hospital, Los Angeles. 
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Subacute Cerebellar Degeneration 
Associated with Bronchogenic Carcinoma 


J. J. BOCIAN, M.D., and 
ZEALER, M.D., Fresno 


TWELVE peculiar neurologic syndrome 
rapidly advancing cerebro-cerebellar degeneration 
complication carcinomatosis have thus far 
been described the English literature. The lung, 
breast, uterus and ovary have been the sites the 
primary carcinoma, with the lung and ovary most 
frequently involved. has also been found cases 
Hodgkin’s Characteristics the syn- 
drome are absence metastasis the brain 
spinal cord and rapid advancement neurologic 
symptoms and cachexia, death usually taking place 
within several months either from the primary car- 
cinoma from the cerebral involvement. 
Following report additional case. 


REPORT CASE 


white man had nausea and vomit- 
ing, transient diplopia and vertigo for period 
several days early June 1954, unassociated 
with fever but which eventually required hospitaliza- 
tion for regimen gastrostomy feedings and 
administration dimenhydrinate (Dramamine®) 
and diphenmethanil methylsulfate (Prantal®). After 
seven days the patient was discharged somewhat 
improved. abnormality was observed roentgen 
examination the gastrointestinal tract. The spinal 
fluid pressure was 140 mm. water. The total pro- 
tein content the fluid was 32.0 mg. per 100 cc. 
Results Wassermann and colloidal gold tests were 
within normal limits. 

Trephination and ventriculography were carried 
out July 1954. When the burr holes were made 
was noted that the cerebral cortex was not under 
pressure; fact, there appeared slightly more 
space than usual between the dura and the surface 
the brain. The ventriculographic studies gave 
indication space-occupying process but the 
fourth ventricle and basal cisterns were not visual- 
ized. Several attempts were made visualize these 
structures injecting air from below, but the 


From the Departments Pathology and Neurosurgery, Fresno 
Community Hospital, Fresno. 


Submitted September 18, 1956. 


VOL. 87, NO. JULY 1957 


Figure bronchogenic carcinoma 


patient’s condition was poor and even binding his 
legs and giving him supportive medication did not 
prevent precipitous decrease blood pressure 
when was placed sitting position. Hence 
these attempts were abandoned. The patient was 
discharged from the hospital July 16, his condi- 
tion not much changed. neurosurgical consultant 
believed there was not sufficient probability 
tumor warrant exploration the posterior fossa. 
The condition the patient gradually deteriorated 
and died about ten weeks later. 


Pathologist’s Report 


autopsy the body was observed emaciated. 

The left lung was crepitant throughout, the pleura 
smooth and glistening. The bronchi were free. The 
cut surface was somewhat moist. Moderate atelecta- 
sis was noted the lower lobe the right lung. 
the bronchus leading the lower lobe, cm. 
from the point origin area granular mucosa 
which extended into the surrounding tissue made 
was partially necrotic, gray and granular. Anaplastic 
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Figure 2.—Severe degeneration with diffuse dropping 
out dentate nerve cells and fibers 


carcinoma was observed sections lung tissue 
(Figure 1). 

Burr holes were present the cranium. The brain 
was normal weight, the dura mater usual 
Cerebral surfaces were smooth and glis- 
tening. Pacchionian bodies were usual distribu- 
tion. The cerebral and cerebellar hemispheres, the 
pons, medulla oblongata and the cerebral peduncles 
were proportionate and symmetrical. The leptomen- 
inges were delicate and transparent. There was ab- 
normality the convolutions and the sulci were not 
narrowed. There was cerebellar pressure cone. 
All vessels were very thin and showed evidence 
sclerosis. coronal sectioning, the lateral ventri- 
cles were equal width. The convolutions the 
cerebellum appeared normal, the cavity the fourth 
ventricle was usual width, and the pattern the 
vermis was normal. Cut sections the cerebellar 
hemispheres showed the dentate nuclei clearly. The 
most prominent microscopic changes were: 


Severe degeneration the dentate nucleus, 
consisting diffuse dropping out dentate nerve 
cells and fibers (Figure and about the hilus, 
and large masses fat-containing gitter cells 
(Figure 3); scattered and smaller lesions the 
same nature were present the cerebellar white 
matter also. 


striking, diffuse widespread degeneration 
and dropping out Purkinje cells (Figure 4), 
accompanied Bergmann layer gliosis and occa- 
sionally microglia, moderately severe, particu- 
larly the vermis. There was occasional “empty 
basket” structure without Purkinje cells. definite 
changes were observed the cerebral cortex, pons 
inferior olive, with the possible exception 


Figure 3.—Masses fat-containing gitter cells den- 
tate nucleus 


Figure 4.—Diffuse, widespread degeneration and drop- 
ping out Purkinje cells cerebellum 


mild increase glia the cerebral white matter. 
was difficult ascertain the extent the lesions 
because limited material available for examina- 
tion, but one would suspect that the severe dentate 
lesion would accompanied similar changes 
the superior cerebellar peduncles, was assumed 
the clinical diagnosis. The spinal cord and peripheral 
nerves were not examined. 


DISCUSSION 


What part carcinoma plays the development 
and progress cerebro-cerebellar degeneration such 
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occurred the present case not known. 
probable that many more cases occur than are re- 
ported such, since symptoms referable the 
nervous system patient with carcinoma are 
usually ascribed metastatic lesions. has been 
suggested that the condition carcinotoxic. How- 
ever, Henson and expressed belief 
more question carcinogenesis than carcinoma. 
The possibility viral cause has also been raised. 
Carcinomatous neuropathic change has been recog- 
nized for many years and polyneuritis associated 
with carcinoma undoubtedly due avitaminosis 
many cases. Heathfield and described 
four cases peripheral sensory neuropathic change 
myopathic change associated with carcinoma 
the bronchus. They noted demyelinization and gliosis 
the posterior columns and degeneration the 
posterior ganglion roots. While they agreed with 
previous investigators that derangement metab- 
olism causative factor, they maintained that 
many factors must play part, widely various 
the symptomatology—dementia, cerebellar ataxia, 
sensory, motor neuritic, myopathic, and 
myotonic. Most cases cortical cerebellar degenera- 
tion are due acute general diseases such alco- 
holism, syphilis, tuberculosis and exaggerated local 
aging. The subacute form dealt with this com- 
munication characterized rapid onset 
gait, dysarthric 
speech and impaired coordination the hands, 
diplopia, nystagmus, radiating pain the lower 
extremities and early deterioration the mental 
faculties. Usually there increase the content 
cells and protein the cerebrospinal fluid. 

When patient upper age group has symp- 
toms peripheral neuropathic change obscure 
muscular disorder, carcinoma 
should come mind. The primary sensory neuro- 
pathic condition characteristic, the opinion 
Heathfield and that bronchoscopic 
examination should invariably carried out even 
though x-ray films the chest are negative for 
cancer. some cases, carcinoma the bronchus 
was found many months after the onset the neuro- 
pathic symptoms. 


SUMMARY 


case rapidly progressing cerebellar degen- 
eration man, associated with 
bronchogenic carcinoma but without any evidence 
cerebral cerebellar metastasis reported. The 
cause still unknown. assumed that many such 
cases occur but that the symptomatology ascribed 
metastasis from carcinoma elsewhere. 

1234 Street, Fresno 
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Bundle Branch Block Patient 
With Infectious Mononucleosis 


ROBERT SMITH, M.D., Torrance 


HEART INVOLVEMENT infectious mononucleosis 
was reported 1922, shortly after 
general interest the disease increased. Since then, 
there have been scattered reports T-wave 
heart acute myocar- 
and pathological changes the 
associated with infectious mononucleosis. However, 
the author was unable find report bundle 
branch block associated with infectious mononu- 
cleosis. editorial review the subject 
did not mention this complication. Following 
report case which left bundle branch block 
developed infectious mononucleosis. 


CASE REPORT 


29-year-old man, intern, was admitted the 
hospital March 27, 1956, with headache, malaise, 
hyperesthesia and dizziness for three days. 

the onset illness, three days before admis- 
sion, the patient had worked hours without sleep. 
During that time noted malaise and anorexia, but 
fever. The next morning, noted occasional 
“catch” his chest. That afternoon went bed, 
but did not sleep well. Fever, sweating, dry cough, 
hyperesthesia, headache, rapid respirations and 
nightmares developed. However, slept well that 
night. the day admission, began have 
shaking chills and the temperature rose 
The only therapy during this three-day period was 
acetylsalicylic acid, 0.6 gm. every four hours. 

The general health the patient had been good. 
had had appendectomy 1936 with compli- 
cations. 1945 was hospitalized two weeks for 
fever unknown origin and etiological diagnosis 
was made. had had serious injuries and had 
allergic sensitivity. had had only minor in- 
frequent upper respiratory infections, except for 
pneumonia 1935 and 1944 with known se- 
quelae. The patient said had had previous 
symptoms referable the heart. Three years before 
the present illness the patient had had electro- 
cardiogram taken and was used teaching 
example normal tracing (Figure 1). 


From the Communicable Disease Service Albert Bower, M.D., 
Ios Angeles County General Hospital, Los Angeles 33. 
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Lead 2 


Figure 1—Electrocardiogram taken 1953 when patient 
was medical student. Picture shows only the three stand- 
ard leads. These are decided contrast with standard 
leads electrocardiogram taken during infectious mono- 
nucleosis 1956 (Figure 2). 


Figure 2—Electrocardiogram taken during acute phase 
illness, showing left bundle branch conduction defect. 
electrocardiogram taken year later (Figure was 
identical with one shown here. 


The temperature the time admittance was 
101.8°F., the pulse rate was 100, respirations per 
minute and the blood pressure 130/70 mm. mer- 
cury. The vessels the throat were moderately en- 
gorged. There was exudate. Slight enlargement 
cervical lymph nodes both sides was noted 
but the nodes were not tender. other lymphaden- 
opathy was noted. The lungs were normal. The 
heart, not enlarged, had sinus arrhythmia. The 
pulmonic second sound was louder than the aortic 
second sound. There was grade blowing systolic 
murmur heard best along the left sternal border 
the fourth intercostal space and heard with grade 
intensity the apex. The murmur was not trans- 
mitted and disappeared upon deep inspiration. The 
liver was not tender enlarged and the tip the 
spleen was barely felt. The skin was dry and warm 
without rash. 


Figure 3—Electrocardiogram taken May, 1957, show- 
ing bundle branch conduction defect same during 
acute phase mononucleosis March, 1956. 


The hemoglobin was 15.6 gm. per 100 cc. 
blood. Erythrocytes numbered 5,500,000 per cu. 
and leukocytes 5,500 per cu. mm.—40 per cent 
polymorphonuclear cells, per cent lymphocytes 
and per cent monocytes. There were over per 
cent atypical lymphocytes, classified Downey cell 
type The result heterophil test was 1:3584 
before adsorption and 1:896 after guinea pig kidney 
adsorption. Results serum agglutination tests for 
typhosa, paratyphoid paratyphoid OX19 
(rickettsia), Brucella, tularensis and cold hemag- 
glutinins were negative. The titer 
was less than Todd units and the reaction for 
reactive protein plus. The serum albumin was 4.9 
gm. per 100 cc., serum globulin 2.2 gm. per 100 cc., 
the icterus index units, thymol turbidity units, 
cephalin flocculation plus, alkaline phosphatase 
11.2 Bodansky units and prothrombin time within 
normal range. organisms grew culture 
blood. Culture material from the throat grew 
Staphylococcus aureus, coagulase-positive. 

electrocardiogram (Figure showed com- 
plete left bundle branch block. 

the hospital, the patient had intermittent low 
grade fever for five days, after which remained 
afebrile. the third hospital day, received 
cc. gamma globulin the 
fourth hospital day, generalized enlargement 
lymph nodes was noted. The swelling disappeared 
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within two days. the tenth day, the patient com- 
plained sore throat. The tonsils were red with 
small patches white exudate them. Another 
gamma globulin was given. the twelfth 
day, the throat had cleared and the patient felt well. 
remained asymptomatic thereafter, was dis- 
charged the 33rd day and returned work two 
weeks later. Results liver function tests had re- 
turned normal the time returned work. 
However, electrocardiograms—the most recent one 
(Figure was made May 1957—continued 
show complete left bundle branch block. 


SUMMARY 


case infectious mononucleosis presented 
which complete left bundle branch block developed. 
The bundle branch block persisted after the patient 
clinically recovered. This believed the first 
reported case this complication. 

Harbor General Hospital, Torrance. 
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Hemangioma the 
Spinal Cord 


JACKSON, M.D., Menlo Park 


THE OCCURRENCE spinal cord hemangiomas lim- 
ited the intramedullary site recent re- 
port nine cases vascular malformations the 
spinal included two cases intramedullary 
lesions and seven which there were both intra- 
medullary and extramedullary lesions. 1926 Foix 
and Alajouanine® described progressive spinal cord 
destruction associated with intramedullary and ex- 
tramedullary vessel abnormalities consisting 
increase the number vessels well thicken- 
ing the walls. vascular occlusions thrombi 
were noted. They termed this spinal cord involve- 
ment “subacute necrotic myelitis.” Wyburn-Mason® 
said that subacute necrotic myelitis form an- 
gioma racemosum venosum which vessel changes 
the substance the cord are the primary lesion 
and vessel changes externally may not evident. 

reviewing reports these vascular malforma- 
tions the the following character- 
istics were noted: Onset middle age, predom- 
inantly men; variable pains preceding the onset 
paraplegia; paraplegia usually the spastic type 
but progressing flaccidity unless the lesion fo- 
cal; sensory involvement, which occurs later than 
paresis, first dissociated but becomes complete; 
frequently elevation cerebrospinal fluid protein 
without pleocytosis; the course usually subacute, 
with death occurring one two years; diagnosis 
tramedullary position, the myelographic appearance 
consisting serpentine rarefactions the column 

Treatment vascular malformations the cord 
has been successful only when the lesion least 
partially extramedullary position, with im- 
provement occurring following surgical decompres- 
sion but with response x-radiation.* 

The pathologic changes are usually grossly ap- 
parent. There increase the number both 
arteries and veins and often they are tortuous and 
dilated. The vessels may entirely extramedullary, 
more rarely intramedullary alone and most com- 
monly both within and without the cord substance. 
The abnormal vessels may extensively distrib- 
uted, the entire cord being involved some cases. 
Less commonly the lesion may relatively focal— 
limited one two segments. section the ves- 
sels may have thickened walls, some with almost 
complete obliteration the lumen. Occasionally 
there are organized thrombi. Necrosis and malacia 
appears the cord within the distribution the 
vascular lesion, and times there syrinx forma- 
tion. 


From the Veterans Administration Hospital, Oakland. 
Submitted December 12, 1956. 
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REPORT CASE 


58-year-old white man was admitted the Vet- 
erans Administration Hospital, Oakland, for the 
first time August 30, 1955, because aching 
pain the left upper quadrant the abdomen for 
about two weeks. The pain was constant, was not 
related meals and was not associated with nausea 
vomiting. few days after onset, the pain moved 
the right side, then into the spine and gradually 
extended between the shoulder blades and down 
into both arms. Two days before admission the pa- 
tient noted weakness the left leg and difficulty 
urinating. There was history trauma. 

The patient appeared chronically ill and was 
barely able walk; the gait was spastic. Upon 
neurological examination the only sign cranial 
nerve abnormality was that the pupils were some- 
what sluggish reacting light. The upper ex- 
tremities appeared have normal strength, co- 
ordination and tone. Both lower extremities were 
weak, the left more than the right. Deep tendon 
reflexes were hyperactive all extremities. Ankle 
clonus was not elicited. Superficial abdominal re- 
flexes were absent. Babinski’s sign was present bi- 
laterally. Pronounced tenderness touch and pres- 
sure was noted over the right upper chest anteriorly 
but the sensitive area was not well demarcated. Pin- 
prick perception was impaired below the eighth 
thoracic level the right side. 

abnormalities were noted the blood urine 
the day admittance hospital. serologic 
test was negative for syphilis. The cerebrospinal 
fluid the day following admission was faintly 
xanthochromic and clear. The pressure the cere- 
brospinal fluid was mm. water. evidence 
blocking was evoked the Queckenstedt maneu- 
ver. The fluid contained lymphocytes per cu. mm. 
Total protein content was mg. per 100 cc. The 
gold curve was 1122100000. The result Kol- 
mer test was negative for syphilis. 


x-ray film the chest minimal pulmonary 
emphysema and slight increased density the hilar 
areas were noted. X-ray films the thoracic spine 
showed minimal scoliosis the right, centered 
the seventh vertebra. Slight hypertrophic fringing 
the vertebral bodies was noted. 


The patient’s condition became worse rapidly. 
Within week after admission there was complete 
loss sensation below the second thoracic derma- 
tome the right and the eighth thoracic derma- 
tome the left. Both legs were completely para- 
lyzed and were flaccid. Bladder control was com- 
pletely absent. The patient continued complain 
severe pain the right upper chest well 
the left shoulder and arm. myelogram four 
days after admission showed evidence block 
defect the opaque medium. Two weeks after 
admission the left hand was quite weak and sen- 
sory deficit became apparent both arms 
the seventh cervical dermatome. electroenceph- 
alogram tracing was “borderline”; there was some 
diffuse per second activity, particularly over 


the frontal lobes. abnormalities were noted 
x-ray films the skull. 

The patient began complain deafness and 
upon evaluation partial perceptive deafness bilat- 
erally was noted. 

Two months after admission, moderate hema- 
temesis occurred and Sippy diet and antacid drugs 
were prescribed. evidence active ulcer was 
noted roentgen studies, but there was deformity 
and irregularity the duodenal area suggesting 
scar formation the site old ulcer. Despite 
nursing care prevent it, decubitus ulceration 
the right hip developed four months after admis- 
sion. month later urinary tract infection occurred. 
was resistant all antibiotics. 

Results spinal fluid examination January 
1956 showed completely within normal lim- 
its. Urinary obstruction and urinary extravasation 
occurred, and suprapubic cystotomy and surgical 
incision and drainage were carried out. that time 
the blood urea nitrogen was mg. per 100 cc. The 
patient was febrile from then and was confused 
and restless. February 24, 1956, became un- 
responsive and comatose. The next day died. 


Autopsy 

autopsy moderate aortic arteriosclerosis the 
abdominal region was noted. There was pronounced 
erosion the distal half the esophageal mucosa, 
and small abscess was present the right kidney. 
Decubitus ulcers were present over both hips, the 
sacrum and the right Bronchopneumonia and 
congestion were noted microscopic examination 
lung tissue. The spleen showed pronounced hy- 
alinization and subintimal thickening smaller 
arterioles. one the adrenal glands small vein 
was distended thrombus, with early organiza- 
tion. 

the brain there was some cc. clotted 
dark red blood the subarachnoid space the tip 
the left frontal lobe and about cc. blood 
the floor the right middle fossa well about 
cc. between the dura and arachnoid overlying 
the right temporoparietal lobes. The circle Willis 
had left posterior communicating artery. The 


Figure specimen spinal cord showing nar- 
rowing the fourth thoracic level. 
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brain weighed 1250 gm. Some medial degeneration 
arterioles the region the internal capsule, 
with the deposition blue-black pigment the 
media was observed histologic examination. One 
small cyst-like area was noted near the cerebral cor- 
tex but involving the white matter, with the nearby 
surrounding vessels showing thickened and eosino- 
philic walls. 

the spinal cord 1.5 cm. area malacia was 
observed the level the fourth and fifth thoracic 
nerve roots. this region the cord was 0.8 cm. 
greatest diameter, while above and below this level 
was 1.2 cm. (Figure 1). The surface the cord was 
yellowish-brown the narrowed area. branch 
the anterior spinal artery was distended and filled 
with blackish, old-appearing clotted blood this 
level. the fourth thoracic level the normal struc- 
ture the cord was almost completely obliterated 
remaining necrotic cord substance and blood. 
high the sixth cervical segment there was discol- 
oration and cavitation the region the central 
gray matter, more pronounced the right side. Be- 
low the level the fourth thoracic segment 
gross changes were seen. Upon microscopic exami- 
nation, finely vacuolated areas were observed the 
posterior and lateral columns above the level the 
lesion. section (Figure through the central 
portion the primary lesion (at the fourth thoracic 
segment) showed diffuse degeneration the nor- 
mal cord tissue with large cystic area which had 
endothelial lining apparent part its margin. 
Numerous dilated blood vessels were present, some 
with irregularly thickened walls. Within two intra- 
medullary blood vessels there were thrombi, one 
which was undergoing organization (Figure 3). The 
thrombi did not completely occlude the vessels. 
evidence neoplastic proliferative vascular ac- 
tivity was seen. The leptomeninges about this por- 
tion the cord were decidedly thickened, although 
the vessels within the leptomeninges were not greatly 
changed. sections the cord above the lesion, 
extension area degeneration upward into 
the cervical region was noted. There small cyst- 
like cavitation was noted, surrounded gliosis. De- 
generation the posterior columns, spinocere- 
bellar and spinothalamic tracts above the lesion and 
the corticospinal tracts below the lesion was ob- 
served myelin-stained and fat-stained sections. 


The case reported could not diagnosed with 
certainty clinical grounds being one spinal 
cord hemangioma, although the neurological symp- 
toms were like those previously reported this con- 
dition. Differentiation from intramedullary neo- 
plastic focal infectious lesion would have re- 
quired exploration. Occlusion anterior spinal 
artery would produce similar syndrome. Myelog- 
raphy was not helpful, since extramedullary ves- 
sel malformation was present. The blood noted 
intracranial spaces autopsy remained unex- 
plained. 

Presumably the symptoms this condition came 
about from failure the abnormal vessels 
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Figure the cystic area the fourth 
thoracic level. Its appearance, with endothelial lining, 
suggests dilated vascular channel. Two large vessels 
with thickened walls are present (Nissl stain, X30). 


Figure 3.—Organized thrombus dilated blood ves- 
sel (Hematoxylin and eosin stain, 


supply the circulatory demands the spinal cord. 
The thickening the vessels may progressive 
degenerative atheromatous change taking place lo- 
cally within system abnormal vessels where 
the flow blood has always been sluggish. 
may that this change occurs only persons 
whom generalized arteriosclerosis develops, the con- 
genital malformation the spinal cord being site 
least resistance such degenerative vascular 
processes. The fact that neurologic symptoms are 
delayed appearance until middle age while the 
essential lesion developmental anomaly com- 
patible with either these theories. 


SUMMARY 


case intramedullary hemangioma with 
thickened and thrombotic vessels producing severe 
myelomalacia reported. 

1007 Willow Road, Menlo Park. 
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Migration Bullet Gunshot 
Wound the Brain 


VERNER THOMPSON, M.D., Lodi, 
TOM HUFF, M.D., Stockton, and 
WARREN WASS, M.D., Lodi 


THE CASE here reported bullet fired from rifle 
entered boy’s head the right frontal region, 
coursed through the brain and came rest the 
left parietal region just beneath the skull, then 
five weeks gradually returned the point entry. 

The patient, boy years age, was riding 
bicycle, looking back over his shoulder com- 
panion who, running catch with him, tripped 
and fell, discharging .22 caliber rifle. The bullet, 
after traveling distance feet, struck the 
patient the right forehead just below the hairline 
and tumbled from the bicycle. was semi- 
conscious when picked his mother some 
minutes later. About hour after the accident 
the patient, stretched out the back seat 
automobile, was observed one the authors. 
state moderate shock, was pallid and sweating 
and the pulse was weak. The patient said had 
heard shot and had fallen from the bicycle. 

was taken the hospital for treatment, and 
evidence shock subsided. Neurological examina- 
tion was done several hours later and the boy then 
was conscious and rational. Reflexes were equal and 
active and the Babinski response was not evoked. 

X-ray films the skull showed the wound entry 
the right frontal region and the major portion 
the bullet resting the left parietal area, just 
under the bone. Fragments the bullet were dis- 
tributed from the point entry the point which 
the major portion the bullet came rest. Frag- 
ments the bone were present the right frontal 
area adjacent the point entry. 

Antibiotic therapy was administered and the 
ensuing few hours evidence progressive neu- 
rological involvement developed. Early the following 
morning the wound entry was opened and de- 


January 24, 1957. 


Figure 1—Top row: X-ray films day accident, 
showing fragments lead along course bullet from 
point entry right forehead point which major 
portion came rest against skull left side. Center: 
Films taken week later, after fragments slug had been 
removed, showing main body bullet returned part way 
along course penetration. Lower: Five weeks after the 
accident, bullet almost back point entry. 


brided. Devitalized brain tissue and few fragments 
bone and metal were removed. Then the wound 
was closed. Antibiotic and anticonvulsant therapy 
was administered and the patient recovered. There 
was sign neurological impairment and the 
patient was discharged from the hospital. 

Anticonvulsant therapy was continued. X-ray films 
taken intervals thereafter showed the bullet 
migrating back toward the point entrance. Al- 
though attempt was made keep the patient 
prone while asleep, was instructed lie the 
prone position while awake and jar his head 
gently against the bedding from time time. Ap- 
proximately five weeks after the accident, the bullet 
had returned almost the point which had 
entered, Thereupon the main portion and fragment 
the bullet and several fragments bone were 
removed from point just inside the skull. 

the next year and half evidence resi- 
dual injury the brain developed. abnormalities 
were noted upon examination and the parents re- 
ported changes disposition personality. 
The patient returned school, where adjusted 
classroom routine and appeared have loss 
retentiveness. 

315 West Pine Street, Lodi 
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Gas Cysts the Intestine 
Report Case 


JAMES M. MARSHALL, M.D., Pasadena 


GAs CYSTS THE INTESTINE extremely rare 
condition but characteristic are the symptoms, 
especially those visible x-ray films, that the cor- 
rect diagnosis should made before operation more 
frequently. The fact that only five cases have been 
diagnosed preoperatively this country! eloquently 
emphasizes the general lack knowledge this 
condition. 


John Hunter first mentioned the condition the 
eighteenth century but the first satisfactory report 
was Bang who 1876 described the condition 
hogs. There are several reports the literature 
variously naming the disease “gas cysts the intes- 
tine,” “abdominal gas cysts” and “pneumatosis 
cystoides intestinalis.” Gas cysts may occur any- 
where along the gastrointestinal tract from the eso- 
phagus the rectum, apparently most commonly 
along the small bowel and quite rarely the colon. 
They have been reported adhesions between loops 
and possibly the same disease has been 
observed the vagina and urinary The 
cysts, which are very thin walled, may occur all 
layers the bowel, may bulge submucously 
subserously and may spontaneously rupture into the 
lumen into the peritoneal cavity, causing pneu- 
moperitoneum—but not peritonitis. They are tensely 
filled with sterile, odorless gas that differs 
chemical composition from ordinary air the com- 
mon intestinal 

The cause this condition unknown. Various 
theories have been advanced including bacterial in- 
fection, mechanical trauma, neoplastic invasion and 
chemical deficiency. The highest incidence men 
between and years age but the disease may 
occur either sex any age. Several 
have emphasized the coexistence other gastroin- 
testinal disease, most commonly peptic ulcer with 
obstruction. 

There are definite symptoms common this 
condition such, but rather they are due each 
case the number, size and location the cysts. 
Obstruction and palpable mass are possibilities. 

should relatively easy make correct 
diagnosis most cases x-ray visualization, pro- 
vided the possibility gas cysts brought mind, 
for they cast characteristic shadow confined 
gas. Carter and however, noted that only 
five cases reported the American literature 
was the diagnosis made before operation. the case 
herein reported, what with hundreds cysts along 
the colon wall showing clearly the films and the 
characteristic serrated barium margins 
rounding gas halo clearly visible, seems incredible 
that the diagnosis was missed. 


Submitted November 29, 1956. 
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Figure film portion the resected sig- 
moid, showing the gas cysts. 


CASE REPORT 


The patient was 70-year-old man with hyper- 
tensive heart disease who had had moderate cardiac 
decompensation periodically for five years. had 


complained constipation and gaseous bloating for 


six months and few occasions had passed 
small amount bright blood with the stool. had 
considerable gas the bowels and his wife said that 
she had heard him pass gas sometimes, but the 
patient insisted had not. There had been loss 
weight. 

The blood pressure was 178/98 mm. mercury 
and the pulse rate 80. The heart rate was regular and 
there were murmurs. The abdomen was moder- 
ately distended and tympanitic but organs 
masses were palpable. There was healed cm. 
suprapubic scar from prostatectomy done 1951. 
The blood contained 16.6 gm. hemoglobin per 
100 6,200,000 erythrocytes per cu. mm. and 
7,500 leukocytes per cu. mm. with the cell differen- 
tial within normal limits. The urine contained 
trace albumin. 

Upon proctoscopic examination for cm. 
abnormality except moderate sized hemorrhoids was 
observed. Roentgen studies with barium enema 
showed polypoid filling defect the midsigmoid 
with partial obstruction. Considerable collections 
gas were noted the left colon. diagnosis was 
made polypoid neoplasm the sigmoid with 
partial obstruction. 

Laparotomy was carried out. From the midtrans- 
verse colon the rectosigmoid cm. above the 
peritoneal reflection, the wall the colon was al- 
most solidly packed with hundreds cysts 


cm. diameter, apparently including all layers 
the bowel well the complete circumference. 
The gross appearance was very much like that 
elongated hydatidiform mole (Figure 1). Palpa- 
ble the midsigmoid was cm. mass the lumen 
which was causing considerable degree ob- 
struction. There were enlarged lymph nodes and 
evidence hepatic metastasis. The stomach, 
entire small bowel and right half the colon were 
normal. the belief that the obstructing lesion 
the sigmoid was most likely polypous carcinoma, 
the entire sigmoid with its mesentery was resected 
and end-to-end anastomosis the descending colon 
the rectosigmoid cm. above the pelvic cul sac 
was done. the proximal line resection was 
necessary cut through several cysts, and com- 
plete the collapse six eight more were aspirated 
with small needle passed through the serosal sur- 
face. The sutures for the anastomosis were, neces- 
sity, passed directly through the collapsed cysts. 
Convalescence was uneventful and the patient left 
the hospital the ninth postoperative day with 
normal bowel function and healed wound. 


Pathologist’s Report 


The specimen was segment colon 
length. The mucosal surface was unusual appear- 
ance. was studded with vesicular elevations 
cm. diameter. The elevations were covered dim- 
pled pale tan mucosa. There were deep crevices the 
mucosa between the closely set bullae. Only very 
small portion the mucosa was free this change. 
sections enormous air-filled spaces, apparently 
contained within the submucosa and covered in- 
tact mucosa, were noted. The change extended 
both lines excision. Three the bullae there 
were hemorrhagic patches cm. diameter 

but areas frank erosion were noted. The sec- 
tions showed well-defined layers, the pale muscle 
being easily identified overlying the bullae. There 
was appreciable edema evidence exudate 
the bowel section. The filling the bowel 
wall gas was evidenced the fact that light 
shone through the bullae, and cut sections gas- 
containing tissue floated fixative. The bullae re- 
sisted rupture and the bowel wall did not crepitate 
pressure. 

Upon microscopic examination sections, large 
empty cysts occupying the submucosa and imping- 
ing upon the muscle were observed. The cysts 
places had denuded fibrous lining, while else- 
where the lining there were large mononuclear 
cells and flattened multinucleated giant cells. 
foreign matter was seen. condensation fibrous 
tissue around the cysts was noted specimens 
treated with elastic tissue stain. few elastic 
fibers were noted the cyst walls, which suggested, 
although not conclusively, that the spaces could 
enormously dilated lymphatic vessels. There was 
around the cysts. The mucosa was intact and con- 
tained normal large colonic mucous glands. There 
was fresh hemorrhage, probably surgically caused, 


Figure enema studies the colon showing 
the characteristic gas “halo” and the filling defect the 


proximal sigmoid. 


portions the mucosa. The muscle was entirely 
unaltered except where cysts extended into it. The 
subserosa and serosa were quite free inflammation 
cyst formation. There was evidence malig- 
nant change. 

When last examined, three and half years after 
the operation, the patient was well except for mod- 
erate gaseous indigestion and still limited cardiac 
reserve. Barium enema studies showed gas cysts 
the left colon the midtransverse colon about 
the same they appeared three months after the 
operation. Upper gastrointestinal x-ray studies 
the time last examination showed 2.5 cm. di- 
verticulum the second portion the duodenum 
which had not been previously observed. There was 
clinical roentgenographic evidence ulcer 
neoplasm the stomach duodenum. 

One interesting feature this case was the con- 
glomerate group submucous cysts the midsig- 
moid, suggesting neoplasm. Diagnosis the basic 
cystic disease should have been easily made preop- 
eratively from the x-ray films (Figure 2). However. 
the absence correct diagnosis the filling defect 
shown x-ray, associated with bleeding and obstruc- 
tion, was clear indication for surgical intervention. 

123 Congress Street, Pasadena 
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Principles Medical Ethics 


THE JUST-CONCLUDED annual meeting the Ameri- 
can Medical Association, did nothing else, came 
grips with the broad subject medical ethics and 
came out with workable document. 

This not decry the other manifold accomplish- 
ments the session, but spotlight shone 
the outstanding accomplishment the A.M.A. 
House Delegates, the new statement medicine’s 
moral and professional obligations should the 
one action take bow. 

The Principles Medical Ethics the American 
Medical Association have been effect for many 
years. They were initially established furnish 
guide physicians the conduct their practices 
and themselves their dealings with patients, the 
community and other physicians. They did not con- 
stitute set statutes but served primarily 
compilation moral principles. this sense the 
stated principles have followed Webster’s definition 
the word treatise morals,” “the science 
moral duties,” and “moral principles, duties and 
practice.” 


Once the Principles Medical Ethics were adopted 
the American Medical Association, representing 
the great body the medical profession the coun- 
try, state medical societies adopted them the 
standards govern within their own borders. County 
societies, turn, took similar action referring 
these standards either terms the A.M.A. 
their parent state associations. 

When these successive actions had been taken, the 
disciplining medical society members was right- 
fully left the hands the local county societies. 
Members could judged their peers their own 
communities, according local standards and under 
broad standards behavior known and recog- 
nized all physicians medical organizations. 
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Disciplinary proceedings alleging violation one 
more sections the Principles Medical Ethics, 
have been brought against medical society members 
all parts the country over long period years. 
The general course, which followed California, 
for the original charges brought and heard 
before appropriate body the county society. 
When that body has reached its decision, the state 
association available appeal body either 
party. turn, the Judicial Council the A.M.A. 
further available sort Supreme Court, 
authorized act questions procedure, but not 
fact, appeals taken from state association de- 
cisions. 

Under this setup the individual member assured 
his right heard, face his accusers, and 
appeal from any decision which believes unjust. 
After has exhausted his appeals within the frame- 
work medical organizations, may still appeal 
his state courts for relief from decisions which 
believes unwarranted the light the facts. 

the many cases which have been brought before 
the A.M.A. Judicial Council over long span 
time, individual circumstances have varied widely. 
Procedures many county state medical societies 
have not been uniform, nor have the charges placed 
against individual members. The result this wide- 
spread variation has been, course, clutter 
the records with multitudinous decisions which, 
taken one time, may appear sound but which, 
the aggregate, may easily appear inconsistent 
with each other even with the basic principles 
under which the charges have been brought. 

correct this situation the A.M.A. started severai 
years ago two-pronged campaign. First, was 
obvious that the decisions the Judicial Council 
must catalogued, classified and codified. Such 
act would offer “body law” which could made 
available members. Second, the Principles 


Medical Ethics must revised put them into plain, 
understandable language and rid them many 
appendages which had been inserted amendment, 
often the result one specific disciplinary case. 

The codification Judicial Council decisions has 
now been completed the A.M.A. Law Department. 
This itself has been monumental task. 

With this codification complete, the Principles 
Medical Ethics could stripped their excess ver- 
biage and reduced brief statement moral atti- 
tudes for physicians. 

Two years ago special committee the A.M.A. 
presented such proposed statement for new set 
Principles. The committee statement was hailed 
clear, concise and readable document but was found 
somewhat ambiguous two its ten paragraphs. 
These have now been revised, with the assistance 
many interested physicians and medical organiza- 
tions, and have been adopted the official policy 
the A.M.A. They are printed elsewhere this 
issue. 

The preamble the ten paragraphs worthy 
note here. states that “these principles are intended 
aid physicians individually collectively 
maintaining high level ethical conduct. They are 
not laws but standards which physician may 
determine the propriety his conduct his rela- 
tionship with patients, with colleagues, with members 
allied professions, and with the public.” 


Twelve Short Years 


Doctor Dwight Harrison Murray Napa, 
California, handed over the gavel President the 
American Medical Association his successor early 
last month, completed even twelve years 
service with—and for—the A.M.A. 

“Murph” started his medical society career typi- 
cal fashion, committee member and later secre- 
tary and still later president his county medical 
society. The grass roots influence took hold him 
his early years general practice Napa and 
led him, step step, the highest office Ameri- 
can physician can aspire to. 

From Napa County went Delegate the 
California Medical Association. There broadened 
his vision the borders large state rather than 
just one its fifty-eight counties. successful was 
his grasp state affairs that 1940 was 
chosen legislative chairman for the C.M.A., one 
the most important committee posts the state 
organization has offer. After two most successful 
years that spot was elected one Califor- 
nia’s eight Delegates the A.M.A., where started 
serving the House Delegates 1943. 


noteworthy that the ten paragraphs following 
the preamble cover all actions and activities phy- 
sicians and furnish background against which the 
actions any individual may judged. also 
evident that the principles have been couched 
language which once plain and nonrestrictive. 
There ample room for the interpretation these 
principles terms local standards. What may 
considered ethical one area may found just 
opposite another. 

Commonly referred “The Ten Command- 
ments,” the new Principles Medical Ethics strike 
direct blow against practices which the medical 
community believes out keeping with the moral 
standards the profession. the same time, they 
offer yardstick for the measurement right 
wrong and present every physician with brief and 
pointed set the standards which may 
judged his fellows. 

The A.M.A. has performed valuable public serv- 
ice adopting this new document. has, simultane- 
ously, given the public plain statement what 
expect from physicians and given the physicians 
mirror into which look for their own behavior. 
Together with the codified decisions the Judicial 
Council, the new Principles Medical Ethics repre- 
sent long step forward the self-policing the 
medical profession which medical standards may 
continued the highest possible plane. 


Between that start and his election the A.M.A. 
Board Trustees 1945 sandwiched such 
events the establishment the United Public 
Health League and the inauguration Washington 
the first medical representation office the na- 
tional capital. 


His A.M.A. official career started with the close 
the A.M.A. annual session 1945, when easily 
outdistanced competitive candidates for seat with 


“the nine old men,” the A.M.A. Trustees were 
then labeled. 


The rejuvenating influence the Trustees which 
seemed start all once may not all attributable 
Murph but certain was the middle 
it. assay that board published national 
medical journal about 1947 pointed Dwight 
Murray the A.M.A. Trustee who sat quietly by, 
listening all points view, and then started off 
minute, now; let’s take good look 
this.” 

That his sound judgment and dedication the 
highest ideals medicine were heeded his col- 
leagues was proved 1951, when was elected 


Chairman the Board Trustees A.M.A. For 
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the next four years presided over that body, care- 
fully steering the proper course for American medi- 
cine and avoiding the pitfalls which had entrapped 
other worthy, but possibly less worldly, physicians. 
His term board chairman was ended 1955, when 
the A.M.A. House Delegates picked him Presi- 
dent-Elect. 

For the past two years Murph has spent far 
the larger part his time the Number One repre- 
sentative the A.M.A. His travels have taken him 
all parts the world. has been honored with 
honorary memberships, scrolls, plaques and even 


For Your Patients— 


few facts: 


medication. 


financial basis possible. 


Sincerely yours, 
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About the Cost Good Medical Care... 


While know you understand that your personal physician, not 
complete control all medical care costs, still would like emphasize 


From your own experience you know that not-so-serious cases usually 
involve nothing more than the moderate expense home office visits and 
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honorary college degrees. While these encomiums are 
pleasing, has always been obvious that Dwight 
Murray accepted them behalf the typical Amer- 
ican physician, role occupies with such dis- 
tinction. 

welcome Murph back California for 
greater share his time. know that his col- 
leagues, his friends and his patients will likewise 
welcome his return the knowledge that has 
added greatly the lustre and standing American 
medicine and has, twelve short years, left things 
lot better than found them. 


when serious illnesses accidents require hospitalization that may 
run into financial problems. Hospital charges, special nurses, drugs and 
appliances are all factors over which have direct control. 


That why sincere hope that, should the need ever arise, 
look upon not only your personal physician but also sort 
“health engineer.” that capacity your service assist you 
making arrangements for the best medical care the most reasonable 


take those precautions when ill when member family 
requires extensive care. The same services are available you. 
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PRINCIPLES MEDICAL ETHICS 


THE AMERICAN MEDICAL ASSOCIATION 


HESE principles are intended aid physicians individually and 
collectively maintaining high level ethical conduct. They 
are not laws but standards which physician may determine 
the propriety his conduct his relationship with patients, 

with colleagues, with members allied professions, and with the public. 


The principal objective the medical profession render service humanity with full 
respect for the dignity man. Physicians should merit the confidence patients entrusted 
their care, rendering each full measure service and devotion. 


Physicians should strive continually improve medical knowledge and skill, and should make 
available their patients and colleagues the benefits their professional attainments. 


physician should practice method healing founded scientific basis; and should not 
voluntarily associate professionally with anyone who violates this principle. 


The medical profession should safeguard the public and itself against physicians deficient 
moral character professional competence. Physicians should observe all laws, uphold the dig- 
nity and honor the profession and accept its self-imposed disciplines. They should expose, 
without hesitation, illegal unethical conduct fellow members the profession. 


physician may choose whom will serve. emergency, however, should render service 
the best his ability. Having undertaken the care patient, may not neglect him; and 
unless has been discharged may discontinue his services only after giving adequate notice. 
should not solicit patients. 


physician should not dispose his services under terms conditions which tend inter- 
fere with impair the free and complete exercise his medical judgment and skill tend 
cause deterioration the quality medical care. 


the practice medicine physician should limit the source his professional income 
medical services actually rendered him, under his supervision, his patients. His fee 
should commensurate with the services rendered and the patient’s ability pay. should 
neither pay nor receive commission for referral patients. Drugs, remedies appliances 
may dispensed supplied the physician provided the best interests the patient. 


physician should seek consultation upon request; doubtful difficult cases; whenever 
appears that the quality medical service may enhanced thereby. 


physician may not reveal the confidences entrusted him the course medical attendance, 
law unless becomes necessary order protect the welfare the individual the 
community. 


The honored ideals the medical profession imply that the responsibilities the physician 
extend not only the individual, but also society where these responsibilities deserve his 
interest and participation activities which have the purpose improving both the health 
and the well-being the individual and the community. 


The House of Delegates of the American Medical Association at the 1957 
Annual Meeting approved the long-discussed restatement Principles 
Medical Ethics, originally the 1956 annual meeting. The final 
version was presented the Council Constitution and Bylaws and 
then amended reference and House discussions New York. 
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Medical Practice Faculty Members 


Report the Special Committee the Private Practice Medicine Medical School Faculty 
Members the House Delegates the California Medical Association, April 28, 1957 


Note: The following report, with amendment 
Point with regard publicity, noted here- 
in, was accepted the House Delegates. Since 
now becomes basis policy the California 
Medical Association matter celebrated con- 
troversy, printed here matter immedi- 
ate interest members this Association and 
for the information other medical organizations 
currently dealing with similar problems. 


INTRODUCTION 


Mr. Speaker and Members the House Delegates: 


THE 1956 Annual Meeting the House Dele- 
gates, resolution (No. introduced Jay 
Crane, M.D., and amended the House) was re- 
ferred the Council calling for study the pri- 
vate practice medicine faculty members 
medical schools other physicians whose facilities 
are provided for them tax-supported pri- 
vate institutions. 

The Council appointed special committee con- 
duct this study. were representatives the 
volunteer clinical faculties four medical schools, 
the dean one the schools, two physicians 
private practice (general practice) and member 
the Council. 

way background information, should 
like call your attention resolution adopted 
this House 1955 regarding the subsidy medical 
practice tax-supported institutions. amend- 
ment this resolution urged the A.M.A. make 
thorough study the conditions and practices 
existing nationwide. The Council Medical Serv- 
ices the A.M.A. did make such study, and its 
findings and recommendations were adopted the 
A.M.A. House June 1956. Your 
committee gave that report careful consideration 
and noted that the findings and recommendations 
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the report must interpreted the light 
local conditions and practices. 


PROBLEMS 


There are many problems considered 
reaching any conclusions regarding the best way 
find solutions that are mutually agreeable prac- 
ticing physicians and the faculty members medical 
schools. The principal ones are: 


Private practice medicine full time 
faculty members the clinical sciences with con- 
sideration such things limitation income, 
payment overhead expenses, legal aspects the 
use facilities tax-supported other institu- 
tions; 

The sources patients consulting full time 
faculty members, and particularly those admitted 
teaching wards and services, including part-pay 
patients who may carry hospital medical care 
insurance for professional services. allied prob- 
lem the disposition monies received for medical 
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MEDICAL ASSOCIATION 


care rendered the members the absolute and 
geographic full time clinical faculty (see definitions, 
page 53), resident staff, the staff the medical 
school; 

Problems publicity, newspapers and other 
publications read nonprofessional audiences, 
which received members the clinical faculty 
virtue the fact that they are members the 
faculty. 

The potential effect changes the present 
system medical education resolution No. 
introduced were adopted. 


These seemed the questions greatest con- 
cern both the practicing physicians and the 
medical schools. 


METHOD STUDY 


Your committee whole determined that the 
method its study would follows: 


consider the existing relationship between 
the C.M.A. and the medical schools California 
and the respective county societies which they 
exist. 

review published information this sub- 
ject, particularly the report the Council 
Medical Service the A.M.A. House Delegates, 
June 1956. 

the light this A.M.A. report, study 
methods and policies regarding private practice 
full time faculty members each the five medical 
schools the state, and number other medi- 


-cal schools throughout the country. 


hold two open-hearing meetings, one San 
Francisco and one Los Angeles, which mem- 
bers the C.M.A. and faculties the medical 
schools California could present their views 
the committee. 


The resolution referred the Council the 
House Delegates last year requested that yearly 
reports rendered this committee. This, then, 
our first report. 


the material which the committee based its con- 
clusions listed the Appendix noted the 
Bibliography. 


¢ 


The committee wishes express its thanks the 
deans the five medical schools for their support, 
cooperation and assistance. They have all been most 
helpful supplying information and answering 
the questions the committee. The committee also 
wishes commend the county medical societies for 


their efforts establishing closer liaison with the 
schools their areas. is, ultimately, through joint 
efforts such the committee has observed, that the 
final solutions will evolve. 


THE ROLE THE CALIFORNIA MEDICAL ASSOCIATION, 
COUNTY MEDICAL SOCIETIES AND PRIVATE PHYSICIAN 
MEDICAL EDUCATION 


The five medical schools California graduate 
approximately 336 physicians each year. Our medi- 
cal schools and profession can well proud the 
high caliber and excellent training present day 
graduates. Medical education must be, and being, 
kept high level for the protection the public 
and for the betterment the entire profession. The 
medical schools have consistently maintained high 
standards education and should continue so. 
These standards require high quality teaching, 
high quality practice, and the utmost development 
the art and science medicine. 

The level the practice medicine the state 
tomorrow depends upon the level medical edu- 
cation. 

Practicing physicians have great interest 
medical schools, which are the center medical 
education and research. This interest has been shown 
the actions the California Medical Association, 
county medical societies and California physicians 
individuals. For example, the California Medical 
Association has for several years: 

Contributed large sums money the Amer- 
ican Medical Education Foundation and, through 
that organization, the California medical schools. 

The Woman’s Auxiliary the C.M.A. has con- 
tributed over $25,000 the A.M.E.F. throughout 
the last five years. This Foundation remains one 
the Auxiliary’s major projects. 

Contributed annually the support the 
Lane Medical Library Stanford University School 
Medicine San Francisco, and the library 
the Los Angeles County Medical Association. 

Sponsored annual medical student meetings 
the northern and southern parts the state. These 
meetings emphasize phases private practice, ethics, 
law and other matters importance the student. 

Annually paid all expenses for two student 
delegates each school the state attend the 
sessions this House Delegates. 

Annually paid all expenses for two student 
delegates each school the state attend the 
meetings the Student American Medical Asso- 
ciation. 

Extended invitations the deans the five 
medical schools, their representatives, attend 
all meetings the Council C.M.A. expense. 
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The California Medical Association, organ- 
ization, then, has aided and should continue aid 
the medical schools and the medical students, 
that standards medical practice will high and 
the physicians tomorrow will outstanding. 
The C.M.A. also should continue inform medical 
schools and students the purposes organized 
medicine, what stands for, and above all else, what 
are the essentials private practice and medical 
ethics. The most logical place for the student ac- 
quire information and education this kind 
the medical school, provided the clinical faculty 
properly schooled these essential elements. 

County medical societies are participating also 
furthering the education students. Several 
societies have established loan funds, have assisted 
young physicians establishing private practice, 
and have participated young students’ committees 
and preceptor programs. 

Many individual physicians have made material 
contributions the welfare the medical schools 
the students. They have done this by: 


Contributing the financial support their 
alma mater either means direct contributions 
through individual contributions the A.M.E.F. 


Referring patients teaching services. 
Participating preceptorship programs. 


Contributing their time the schools faculty 
members. 


evident that physicians private practice 
are aware their responsibilities medical educa- 
tion per se, but perhaps the practitioners’ potential 
for contribution education has not been fully 
recognized the teaching institution the 
profession generally. The physician private prac- 
tice can further meet his educational responsibilities 
more readily making himself and his patients 
available for study the student that the student 
may better understand how medicine practiced 
outside the hospital school. Doing this helps the 
student obtain better understanding the 
physician-patient relationship, office management, 
medical economics, public relations and other 
matters which will enable him fit into the medical 
community his choice. 

The practicing physician can also aid medical edu- 
cation referring more patients teaching value 
the medical schools. Both student and physician 
can benefit this practice the physician takes 
part the disposition the cases referred. 

support our schools and students and, the 
same time, limit good, effective medical educa- 
tion incongruous. 


inevitable that differing points view should 
develop between physicians practice and those 
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oriented education medical schools. Their 
scholastic closeness advances medical science 
and their often intimate concern with research 
projects tend cause the faculties medical schools 
become insular communities within themselves, 
become remote and removed from the neces- 
sary close relationship which should exist between 
faculty members and physicians private practice. 
prevent this tendency from becoming detrimental 
those groups, high standards medical prac- 
tice and good sound medical economics, 
essential that the majority full time faculty mem- 
bers engage some practice and that the clinical 
faculty the medical schools strong. 


this relationship ceases exist, the 
detriment the medical student and his education. 
Furthermore the clinical faculty member must retain 
and practice those elements which make good 
physician-patient relations and public relations. How 
else can they and the students aware the atti- 
tudes, ideals and objectives organized medicine, 
and the needs the practice medicine? 


DEFINITIONS 


order eliminate any misunderstanding about 
definitions terms used this report, the com- 
mittee adopted the following classification medi- 
cal school faculty members: 


Full Time Faculty 


Geographic full time. geographic full time 
faculty member one who has medical school 
service major interest. receives salary 
from the medical school and usually conducts part 
time private practice from facilities the medical 
school. 


Absolute full time. absolute full time faculty 
member one who devotes all his time the 
service the medical school and receives all his 
professional compensation from salary paid the 
medical school. has consultation privileges, but 
charge for his professional services made 
anyone. 

Practicing full time. practicing full time 
faculty member one who devotes all his time 
the service the medical school, for which 
receives salary from the school. This salary, 
whole part, derived from professional fees 
collected from patients the faculty member him- 
self his associates, all which are collected 
turned over the university medical school. 


Part Time Faculty 


Part time salaried faculty. part time salaried 
faculty member one who has private practice 
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his major interest, utilizes medical school facilities 
for teaching, and conducts his private practice from 
his own office elsewhere. receives salary 
stipend from the medical school. 


Volunteer faculty. volunteer faculty member 
one who member the faculty, yet receives 
salary for his services the medical school. His 
major interest private practice. 


COMPENSATION FACULTY MEMBERS THE CLINICAL 
SCIENCES 


Absolute full time. The committee favors, for 
each medical school, small core group ade- 
quately compensated absolute full time faculty mem- 
bers the clinical sciences. The primary interest 
this group would research and teaching and 
not practice. 

The committee recommends that the salaries 
for the absolute full time group come from 
sources other than the practice medicine, such 


university endowment grant funds, research 
educational grants alumni funds. 


Practicing full time. The committee does not 
look favorably the establishment practicing 
full time faculty group defined this report. 
The primary interest such group almost in- 
evitably turns toward practice and not toward teach- 
ing, which rapidly becomes secondary importance. 


Geographic full time. Where the university 
medical school unable pay adequate salary 
the absolute full time faculty member, should 
then become geographic full time faculty member, 
with his major interest teaching and research 
the medical school and minor interest private 
practice. those institutions where clinical fac- 
ulty member geographic full time basis receives 
some income from private practice, the committee 
medical students retaining his relationships with 
physicians private practice and with patients, 
well supplementing his income. The committee 
recognizes that order maintain his primary 
interest teaching and research and not prac- 
tice, there should some form limitation placed 
the amount private practice that the geographic 
full time faculty should participate in; such limita- 
tion terms time allotted practice (e.g. 
per cent) total income. Any such limi- 
tations must administrative decision the 
medical school. 

The committee observed that the custom 
some schools for the institution receive all funds 
paid its geographic full time clinical faculty 
members for professional services above the income 
limits established the institution. The committee 


believes, with the Council Medical Services the 
A.M.A., that funds received from the private practice 
medicine salaried members the full time 
faculty medical school hospital should not 
accrue the general budget the institution, and 
that the initial disposition fees for medical serv- 
ices from paying patients should under the direct 
control the physician physicians rendering 
the service. Davison has well expressed it, 
“By this method the doctor practices medicine, sends 
his own bills, collects his own fees, and says what 
will done with the money obtained.” 


The committee believes that these principles 
limitation should apply all branches medicine, 
including radiology and pathology. 

The committee recommends that any funds 
professional fees received geographic full 
time faculty member beyond that limitation es- 
tablished the administration the medical 
school should accrue the individual physi- 
cian, and that the disposition those funds 
fees should under his personal control, not 
that the medical school hospital adminis- 
trator, long the physician does not benefit 
personally and not placed position per- 
sonal advantage competition with private prac- 
titioners medicine. 


any consideration the classification and 
duties faculty member, the following quotation 
from report the University Michigan seems 
particularly appropriate: 

“In the medical school both absolute full time 
and geographic full time men hold responsible posi- 
tions the clinical departments. impossible 
distinguish one from the other terms service 
the school, from the standpoint teaching qualifica- 
tions, scholarly productivity the care the 
sick, Since the school was organized more than 
century ago, its administrators have assumed that 
both plans are consistent with American ideals and 
the best interests the University. They hold the 
belief that the fate the Medical School does not 
depend upon complete full time geographic full 
time, but the will and spirit its faculty.” 

The committee recommends that the geo- 
graphic full time clinical faculty members should 
reimburse their medical institutions for over- 


head expenses when facilities for private practice 
are supplied the institutions. 


SOURCE PATIENTS 


the course its hearings and studies, the com- 
mittee was impressed the feeling among practi- 
tioners regarding the matter patient referral 
medical school absolute and geographic full time 
faculty members and the care and treatment 
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medical institutions people within the community 
area who are commonly referred “walk-ins.” 


The committee recognizes that the public has come 
look upon the medical school place out- 
standing medical and scientific progress and 
edge. Some persons may the opinion that 
physicians not attached medical schools are not 
well qualified well equipped handle 
particular problem are the members medical 
school faculty. The committee the opinion that 
preference for the academic life that private 
practice not itself the sole criterion used 
judging ability and skill. 

Tax-supported institutions, because their public 
position, must necessity follow open door 
policy limited degree. However, areas where 
similar facilities and physicians equal skill and 
ability are available the public: 


The committee endorses the principle that 
desirable that all patients coming geo- 
graphic full time clinical faculty member 
referred basis. 


The committee recommends that the policies 
the medical institution should tend more to- 
ward referred patients and less toward 
patients, and that this philosophy should en- 
couraged and fostered. 


The committee recommends that all patients 
admitted medical school hospital used 
teaching patients. This recommendation should 
apply referred, part, pay any other class 
patients who receive care tax-supported in- 
stitution from absolute full time geo- 
graphic full time faculty member. 


Part-Time Teaching Patients 


The rapid growth medical care insurance has 
brought about reduction the number teach- 
ing patients coming referred the medical 
schools medically indigent marginal 
economic status. ever increasing number 
people admitted the medical schools teaching 
part-pay patients have some type medical in- 
surance which provides, whole part, for 
professional fee. 

Studies the practice this and other states 
Blue Shield-Blue Cross and insurance companies 
show wide variety practices the payment 
professional fees for ward teaching service cases. 
some instances, they are neither paid nor collected. 
Where received, fees may diverted the insti- 
tution general fund, separate trust fund, 
free bed fund, departmental fund, the teach- 
ing ward service, defray the costs sending 
junior staff members meetings medical 
library research funds. Further study needed 
this area, because the many ethical, legal, tax 
and medical problems involved. Collection pro- 
fessional fees for such services would be, general, 
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break with tradition long standing established 
before the principle insurance was inaugurated. 
For the present the committee recommends 
that the patient teaching value re- 
ceiving clinic services and has insurance which 
provides for professional fee, fee should 
collected. 
recommended that: 


Any such funds collected from insurance 
sources should turned over educational 
fund, held trust unincorporated asso- 
ciation composed the faculty the medical 
school. Such association might assume the re- 
sponsibility receiving such funds direct from 
insurance carrier provided the individual phy- 
sician should designate. 


The monies held the educational fund, 
under the direction board trustees the 
association, should used further and sup- 
port educational programs the medical and 
health sciences for undergraduate and postgrad- 
uate students the respective schools medi- 
cine, and their various departments. 


circumstances should any part the 
fund inure the personal benefit any mem- 
bers the medical staff the general budget 
the institution; nor should used carry 
legislative campaign. 


PUBLICITY 


The committee was impressed the sincerity 
many the members the Association who ap- 
peared before and expressed feelings regarding 
one the most pressing matters causing misunder- 
standings between medical schools and private prac- 
titioners. This closely related the matter 
patient “walk-ins” and “referrals.” the situation 
created medical school publicity releases. 

would like refer again for moment the 
public position the medical institutions, partic- 
ularly those institutions which are tax-supported. 
News releases medical advances the devel- 
opment new techniques the results research 
the clinical faculty institution are expected 
many people and, fact, pressure frequently 
exerted publicize them for purposes obtaining 
further funds from the legislature, foundations, med- 
ical societies, etc. Recognizing the necessity for news 
releases originating from medical institutions, and 
the reasons therefor; 

The committee recommends that purely insti- 
tutional releases discouraged and that all 
press releases refer members the medical 
school faculty name. 

This step, undertaken the schools will, 
the committee’s opinion, tend diminish the mystic 
atmosphere superior quality which surrounds the 
institution and give credit where properly due, 
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the individual group individuals responsible 
for the work involved. 


This recommendation not itself 
solution the misunderstandings which have been 
created throughout the years. Physicians private 
practice are honor bound uphold the Hippocratic 
Oath and the Principles Medical Ethics. County 
medical societies have long held that preroga- 
tive organized medicine determine conditions 
under which the Principles Medical Ethics are 
being complied with violated. 


The committee recognized the independent status 
the medical schools. the spirit cooperation, 
all the five schools the state have the past 
year, again taken cognizance their relationships 
the medical community and have taken steps 
improve their respective public relations programs. 
salute the schools for this independent, important 
action. 


medical school unit should ethical its 
publicity releases and the principles ethical con- 
duct should apply individual physicians. 

The committee suggests that before they are 
released, press releases originating the med- 
ical schools, particularly those relating the 
clinical faculty members, should considered 
with the liaison committee the respective 
county medical society and medical school when- 
ever possible.* 


Any member county medical society 
teacher, researcher, practitioner public 
servant, should guided the same code 
medical ethics relation publicity the 
physician private practice. Those members 
the faculty who are not members the county 
medical society should equally motivated. Any 
violation this code medical school faculty 
member physician private practice must 
considered unethical. 


County Medical Society—Medical 
School Liaison Committees 


Since May 1956, the medical schools and the 
county medical societies have accomplished much 
the way effective liaison. Both the schools and the 
societies are complimented the steps taken 
and their cooperation. The committee wishes 
emphasize the importance this liaison and en- 
courage the continuation and further development 
effective liaison committees. 


PART TIME FACULTY 


The committee has thus far devoted its report 
the absolute and geographic full time clinical faculty 
member, and his relations with physicians private 


“Reference Committee No. 1, to which this report was referred, 
suggested a rewording of this paragraph (see Item C. Publicity, page 


practice and organized medicine general. There 
another group men without which the medical 
schools cannot function—the part time faculty. 
almost universally agreed that the work and teaching 
efforts these physicians are essential the effec- 
tive operation any teaching institution. 


Commonly, however, the part time faculty has 
little any voice the activities the medical 
school. Improvement liaison between full time 
and part time faculty members would greatly 
strengthen medical school. 

The committee recommends therefore, that 
the part time faculty, because its importance 
the medical school and medical education, 
through committee appointments 


means, given greater voice determining 
the policies the medical school. 


The committee has given much consideration 
the problems noted the resolution, which brought 
into being. believes that would unrealistic 
and unwise declare unethical the practice medi- 
cine governmental and tax-supported institutions 
full time faculty members—to would lead 
dichotomy between teacher and practitioner, tend 
further the socialization medicine, reduce the 
high level and quality medical education this 
country, fail prepare the medical student and 
resident for private practice and greatly add the 
cost medical education which present the 
most costly for any the professions. 

The faculty the University Michigan Medical 
School expressed the situation well stating, “They 
hold the belief that the fate the Medical School 
does not depend upon the complete full time- 
geographic full time, but the will and spirit 
its faculty.” 


the course its studies, the committee found 
that rates for room and ward facilities and auxiliary 
expenses the teaching institutions are comparable 
those charged private hospitals. 


SUMMARY 


The committee recommends respect to: 

Full time faculty members (as defined this report 
—definition, page 53). 

Absolute full time. The committee favors, for 
each medical school, small core group ade- 
quately compensated absolute full time faculty 
members the clinical sciences. The primary inter- 
est this group would research and teaching 
and not practice. 

The committee recommends that the salaries for 
the absolute full time group come from sources other 
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than the practice medicine, such university 
endowment, grant funds, research educational 
grants alumni funds. 


Practicing full time. The committee does not 
look favorably the establishment practicing 
full time faculty group defined this report. 
The primary interest such group almost in- 
evitably turns toward practice and not toward teach- 
ing, which rapidly becomes secondary impor- 
tance. 


Geographic full time. The committee the 
opinion that geographic full time faculty member 
better teacher medical students retaining his 
relationship with physicians private practice and 
with patients and recommends that the geographic 
full time clinical faculty members should reimburse 
their medical institutions for overhead expenses 
when facilities for private practice are supplied 
the institutions. 


Reimbursement. The committee recommends 
that any funds professional fees received 
geographic full time faculty member beyond that 
limitation established the administration the 
medical school should accrue the individual phy- 
sician, and that the disposition those funds 
fees should under personal control, not that 
the medical school hospital administrator, long 
the physician does not benefit personally and 
not placed position personal advantage 
competition with private practitioners medicine. 
The committee believes that these principles 
limitation should apply all branches medicine 
including radiology and pathology. 


Source Patients 


The committee endorses the principle that 
desirable that all patients coming geographic 
full time clinical faculty member referred 
basis. 


The committee recommends that the policies 
the medical institution should tend more toward 
referred patients and less toward “walk-in” patients, 
and that this philosophy should encouraged and 
fostered. 


The committee recommends that all patients 
admitted medical school hospital used 
teaching patients. This recommendation should apply 
referred, part-pay any other class patients 
who receive care tax-supported institution from 
absolute full time geographic full time 
faculty member. 


The committee recommends that the patient 
teaching value receiving clinic services 
and has insurance which provides for professional 
fee, fee should collected. 
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Publicity 


The committee suggests that before they are 
released, press releases originating the medical 
schools, particularly those relating the clinical 
faculty members, should considered with the 
liaison committee the respective county medical 
society and medical school whenever possible. 

[Reference Committee No. after hearings the report, 
submitted the following rewording the original re- 


port, and was this version that was accepted the House 


The committee suggests that there estab- 
lished county medical societies who have medical 
schools within their geographic jurisdiction, liaison 
committees whose function will act con- 
sultative body which medical schools may appeal 
for recommendations governing the release medi- 
cal information for lay consumption. 


10. Any member county medical society, 
teacher, researcher, practitioner public servant, 
should guided the same code medical 
ethics relation publicity the physician 
private practice. Those members the faculty who 
are not members the county medical society 
should equally motivated. Any violation this 
code medical school faculty member 
physician private practice must considered 
unethical. 


_D. Part Time Faculty 


11. The committee recommends that the part time 
faculty, because its importance the medical 
school and medical education, through committee 
appointments and other means, given greater 
voice determining the policies the medical 
school. 

Respectfully submitted, 


SPECIAL COMMITTEE THE PRIVATE PRACTICE 
MEDICINE MEDICAL SCHOOL MEMBERS 


M.D. Paut McMaster, M.D. 
Jr., M.D. Chairman 
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Died West Covina, May 1957, 
age 33. Graduate Temple University School Medicine, 
Philadelphia, Pennsylvania, 1954. Licensed California 
1955. Doctor Canouse was member the Los Angeles 
County Medical Association. 


* * * 


Died April 13, 1957, age 70. Graduate 
Cooper Medical College, San Francisco, 1907. Licensed 
California 1908. Doctor Feeley was retired member 
the San Francisco Medical Society and the California Med- 
ical Association, and associate member the American 


Medical Association. 


Died May 28, 1957, age 56. 
Graduate the New York Medical College, Flower and 
Fifth Avenue Hospital, New York City, 1924. Licensed 
California 1940. Doctor Glasgow was member the 
Monterey County Medical Society. 


* * 


Jackson, Gustavus Died Santa Monica, May 
1957, age 80. Graduate Rush Medical College, Chicago, 
Licensed California 1942. Doctor Jackson was 
retired member the Santa Barbara County Medical Soci- 
ety and the California Medical Association, and associate 
member the American Medical Association. 


* * * 


Died May 21, 1957, age 50. Graduate 
the University Illinois College Medicine, Chicago, 1931. 
Licensed California 1942. Doctor Joseph was member 
the Los Angeles County Medical Association. 


* * * 


1957, age 68. Graduate Hahnemann Medical College and 
Hospital, Philadelphia, Pennsylvania, 1917. Licensed 
fornia 1928. Doctor Kennell was member the San 
Diego County Medical Society. 


* * 


Kinc, Eart Died San Francisco, May 14, 
1957, age 50. Graduate the University California School 
Medicine, Berkeley-San Francisco, 1931. Licensed Cali- 
fornia 1931. Doctor King was member the San Fran- 
cisco Medical Society. 

* * * 


Martyn, Died April 29, 1957, age 89. Licentiate 
Medicine, Surgery, Midwifery the Apothecaries Society 
London, 1892; Licentiate the Royal College Physi- 
cians London, and member the Royal College Sur- 


Memoriam 


geons England, 1893. Licensed California 1907. 
Doctor Martyn was retired member the Los Angeles 
County Medical Association and the California Medical As- 
sociation, and associate member the American Medical 


Association. 
* ok 


SAMUEL Died San Bernardino, May 
1957, age 76, heart disease. Graduate the College 
Physicians and Surgeons, Los Angeles, 1906. Licensed 
California 1906. Doctor Richards was member the 
San Bernardino County Medical Society. 


* * * 


Risser, Died Pasadena, May 1957, 
age 66. Graduate the State University Iowa College 
Medicine, Iowa City, 1918. Licensed California 1941. 
Doctor Risser was member the Los Angeles County 


Medical Association. 
* * 


D., Sr. Died May 25, 1957, age 67. Grad- 
uate Cornell University Medical College, New York, Y., 
1914. Licensed California 1915. Doctor Rolph was 
member the San Diego County Medical Society. 


* * 


Epwin Died Fresno, May 
1957, age 67. Graduate the University Michigan Medi- 
cal School, Ann Arbor, 1917. Licensed California 1919. 
Doctor Scarboro was retired member the Fresno County 
Medical Society and the California Medical Association, and 
associate member the American Medical Association. 


* * 


SKOLLER, Died May 27, 1957, age 42. Graduate 
the Stritch School Medicine Loyola University, Chi- 
Skoller was member the Los Angeles County Medical 


Association. 
* * 


Died Oakland, May 13, 1957, 
age 61; homicide; death was caused multiple gunshot 
wounds, shock and hemorrhage. Graduate the University 
California School Medicine, Berkeley-San Francisco, 
1920. Licensed California 1920, Doctor Trimble was 
member the Alameda-Contra Costa Medical Association. 

* * * 


Died San Diego, May 21, 
1957, age 67, cerebral hemorrhage. Graduate Rush 
Medical College, Chicago, 1915. Licensed 
fornia 1931. Doctor Werlich was member the San 
Diego County Medical Society. 
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The Value the Auxiliary 
the Medical Profession 


YEARS ACTIVE PARTICIPATION the Woman’s 
Auxiliary have convinced its value its 
parent organization. should like discuss briefly 
few the various projects carried the Aux- 
namely: Nurse Recruitment, Public Relations, 
Legislation and our support the American Medical 
Education Foundation. 

should like all doctors aware the time 
and effort spent the field nurse recruitment. This 
has grown our number one project. All counties 
have participated some manner. Our state chair- 
man conjunction with consultant from “Careers 
Nursing” California League for Nursing, has tra- 
veled hundreds miles, guiding county chairmen 
who turn organize program which presented 
the junior and senior high schools interest 
students becoming nurses joining Future 
Nurses Club. Since the recruitment program 
well organized, have branched out into affiliated 
fields providing scholarships and loans student 
nurses. Future Nurses Clubs have become one the 
leading youth movements the United States and 
the Auxiliary the California Medical Association 
has sponsored 149 them. 

Public Relations another important project, and 
this broad field. really covers everything do. 
isn’t accomplished day even year. It’s 
the helpful things everyday living and 
community service. includes the many volunteer 
services render our community, our contributions 
Physicians’ Benevolence, our help the sale 
Today’s Health, and most recently (Good 
Emergency Mother Substitutes), program for 
training baby sitters. 
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has been evidenced that doctors’ wives are 
important adjunct the community health agencies. 
They are found many boards directors 
our local and national health agencies and supporting 
Auxiliary philanthropic programs. Through our com- 
munity service can inestimable value the 
public relations program. 

Closely related Public Relations the work 
the Legislative chairman. Many hundreds doctors’ 
wives have worked actively with the C.M.A. sup- 
port its legislative programs. Auxiliary members are 
kept “informed” current bills Congress the 
Legislative chairman, who disseminates pending 
legislative data through study clubs, bulletins and 
speakers regular meetings. Recently, the A.M.A. 
has asked each state medical society recommend 
key legislative representative. has been suggested 
that the Auxiliary follow the same pattern, namely: 


The appointment member interested follow- 


ing legislation each state work with the State 
Medical Association appointee. 

doctors’ wives important understand the 
theory underlying the organization the American 
Medical Association, and that our share 
support it. the year 1956-57, the Auxiliary con- 
tributed the sum $5,942.04 the A.M.E.F. The 
money has been raised many ways. Some aux- 
iliaries include one dollar for A.M.E.F. annual 
dues; others have special benefits give part the 
proceeds one large benefit. 

have only touched few our projects. 
mention has been made our Civil Defense pro- 
gram, the work our communities 
promote better health and the thousand and one 
things our Auxiliary members make this 
better world live in. 


Mrs. OFFIELD, President 


INFORMATION 


Tax Consequences Absence from 
Practice: Status Substitute 
Physicians 


HOWARD HASSARD, Attorney-at-Law 
Counsel, California Medical Association 


vacations, illness any other ab- 
sence from practice may result numerous unan- 
ticipated tax consequences for physicians. Fre- 
quently, such occasions, physicians engage 
substitute for the treatment their patients, pay- 
ing the substitute flat weekly monthly rate. Sel- 
dom any thought given the possible creation 
employer-employee relationship and the tax re- 
sults which flow therefrom. 

general rule, the creation the employer- 
employee relationship carries the burden the em- 
ployer withholding income taxes, withholding 
and contributing under the federal Social Security 
Act, and withholding and contributing under the 
federal and state unemployment acts. These burdens 
are avoided where the substitute physician has the 
status independent contractor. Therefore, the 
distinction between the employer-employee and in- 
dependent contractor relationship becomes im- 
mediate interest every practitioner. 

The term “employee” includes every person per- 
forming services the relationship between him and 
the person for performs such services 
the legal relationship employer and employee. 
Generally, the relationship employer and em- 
ployee exists when the person for whom services are 
performed has the right control and direct the 
person who performs the services, not only the 
result accomplished the work, but also 
the details and means which that result ac- 
complished. That is, employee subject the 
will and control the employer not only what 
shall done but how shall done. this con- 
nection not necessary that the employer actu- 
ally direct control the manner which the serv- 
ices are sufficient has the right 
so. The right discharge also important 
factor indicating that the person possessing that 
right employer. Other factors considered de- 
termining whether employer-employee relation- 
ship exists, but not necessarily present every case, 
are: 

Whether the one performing services en- 
gaged distinct occupation business; 


The kind occupation, with reference 
whether usually done specialist without 
supervision under the direction employer; 

The skill required the particular occupation; 

Whether the employer the workman sup- 
plied the tools, instrumentalities, and place work; 

The length time for which services are 
performed; the method payment, whether 
time the job; 

Whether not the work part the regular 
business the principal; 

Whether not the parties believe they are 
creating the relationship employer-employee. 


independent contractor has been defined 
the California Supreme Court “one who renders 
service the course independent employment 
occupation following his employer’s desires only 
the results the work, and not the means where- 

Definitions and criteria such those just cited 
can misleading. The practice medicine such 
that the principal will seldom, ever, have the right 
control and direct the substitute the details 
and means which any given result accom- 
plished. Logically then, physician can never 
employee. However, know this not true. There- 
fore, careful attention must given all the 
criteria enumerated above the physicians are 
successfully avoid creating employer-employee 
relationship. 

recent federal court case involved physicians 
employed “O” Company who were required 
report each morning fixed hour. They remained 
duty long their services were needed. They 
treated all the employees and were required give 
examinations all persons applying for work. Their 
reports were made out company forms. How- 
ever, their work for Company was part-time, 
with the greater portion their time spent pri- 
vate offices. They were free leave the company 
premises emergency their private practice 
required during their company hours. The court 
held that the contracts indicated that the rights and 
obligations employer-employee relationship 
were not being assumed. Direct control and super- 
vision the company over the details and means 
which the work was accomplished was not 
contemplated. 

The Bureau Internal Revenue has taken the 
position, these cases, that physician engaged 
the private practice medicine who connection 
therewith examines and treats company employees 
part-time service for the company, not em- 
ployee the company. 

These examples are loosely analogous the prob- 
lem discussed this article. must noted that 
the work the physicians the examples given 
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was not part the regular business the principal 
and thus did not point employer-employee re- 
lationship those instances would the case 
physician performing services locum tenens 
situation. 

Careful attention the criteria enumerated when 
engaging substitute physician essential. The 
substitute physician should allowed complete 
freedom choice the details and methods em- 
ployed the treatment the patients. All deci- 
sions concerning the method and manner treating 


Sterilization Mentally Deficient 


For the light sheds problem that 
may confront physicians from time time, publish 
with permission the following letter written reply 
question put the California Department Mental Hy- 
giene legal counsel for the California Medical Asso- 
ciation. 


Re: Sterilization for Mental Deficiency 
Dear Mr. Hassard: 


response your letter the 7th February 
concerning the policies this Department rela- 
tion the sterilization mentally defective indi- 
viduals, wish say that have reviewed your 
communication carefully and would wish make 
the following comments. you know the law pro- 
vides for the admission mentally deficient indi- 
viduals our state hospitals for care and treatment 
and found the staff the hospital that 
sterilization indicated, and the family and the 
patient agree the operation, then sterilization can 
performed. Specifically, not believe that 
policy admission for sterilization only can 
established under the present law. 

During the last fiscal year six such sterilizations 
were performed patients under treatment our 
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the patient should within his sole discretion. Con- 
sideration should given the possibility pay- 
ing fees based the actual work performed, tying 
his compensation with the number patients ex- 
amined and treated and the nature the services 
rendered, and the physicians should establish clear 
understanding that there intention creating 
the employer-employee relationship. Following these 
rules will permit intelligent appraisal the tax 
consequences when circumstances require one phy- 
sician entrust his practice another. 


three hospitals for the retarded, which indicates 
that small degree sterilization still being 
carried out those cases where the staff, the patient 
and the family agree that indicated. would 
suggest that the practicing physicians, who believe 
that sterilization necessary one their patients 
whom they also believe mentally retarded, 
enter into personal discussion correspondence 
with the superintendent the state hospital for the 
retarded that accepts patients from the county 
residence concerned. this manner the physician 
can present his problem fellow physicians the 
hospital staff and would think that usually mu- 
tually agreeable solution could arrived at. you 
know, current medical and psychiatric thinking has 
changed considerably that sterilization more 
carefully scrutinized before being performed, either 
for mental retardation mental illness. 

Should you desire further information concerning 
this matter will expect hear from you. 


Very truly yours, 


Rapaport, M.D. 
Director Mental Hygiene 


Porter, M.D. 
Deputy Director, Medical Services 


| 
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NEWS NOTES 


NATIONAL STATE COUNTY 


LOS ANGELES 


Dr. Kutzmann Los Angeles was elected presi- 
dent-elect the American Urological Association the 
annual meeting the association held Pittsburgh May. 

* * * 


Dr. Edgar Mauer Los Angeles was installed pres- 
ident the California Heart Association the recent 
annual meeting San Diego, succeeding Dr. George 
Wever Stockton. Dr. Clifford Cherry, also Los An- 
geles, was elected president-elect. Dr. Ray Wiser, San 
Jose, was named chairman the board directors and Dr. 
Edgar, San Diego, was elected secretary. Vice-presi- 
dents are Dr. Maurice Eliaser, San Francisco, and Drs. 
Thomas Craig and Alex Roger, both Los Angeles. 


* * * 


the annual meeting the Radiological Society 
Southern California, the following officers were elected 
for the year 1957-58: Chairman, Dr. Donald Laing, Pasa- 
dena; vice-chairman, Dr. George Jacobson, Los Angeles; sec- 
retary-treasurer, Dr. Harold Tomkins, Los Other 
members the board directors are: Dr. James Irwin, San 
Diego, and Dr. Robert Engle, Pasadena. 


* * 


The College Medical Evangelists School Medicine 
appointed three new members effective July 
They are Dr, LaFilse Chaney, Jr., instructor pediatrics; 
Dr. Lloyd Iseri, associate clinical professor medicine; 
and Dr. Donald Lauber, instructor anesthesiology. 


SAN FRANCISCO 


James Post, senior student the University Cal- 
ifornia School Medicine, San Francisco, recently was 
named winner international essay contest spon- 
sored the American College Chest Physicians. re- 
ceived prize five hundred dollars the annual meeting 
the organization New York. 

The winning essay was report study the effect 


the inhalation various drugs the incidence tumors 
the lung susceptible strain mice. 


GENERAL 


the annual meeting the California Society Plas- 
tic Surgeons, held Santa Barbara, the following officers 
were elected: President, Dr. Michael Gurdin, Beverly Hills; 
vice-president, Dr. Gerald Gray, Oakland; secretary-treas- 
urer, Dr. Benjamin Edwards, Santa Monica; historian, 
Dr. Kathryn Stephenson, Santa Barbara. 


* * 


The World Congress Gastroenterology and the 59th 
Annual Meeting the American Gastroenterological Asso- 


ciation will held Washington, C., the Sheraton 
Park Hotel, May inclusive, 1958. The scientific 
meetings the Congress will occupy Sunday, Monday, Tues- 
day, Wednesday and Thursday and the 59th Annual Scien- 
tific Session the American Gastroenterological Association 
will take place Friday and Saturday, The objective this 
congress bring together scientists from all parts 
the globe who are actively contributing new knowledge and 
experience the fundamental sciences the clinical be- 
havior patterns related disorders the alimentary tract. 
Two half-day sessions will devoted brief presentations 
original scientific work carefully selected from centers 
throughout the world. 


* * 


The American Urological Association offering its 
usual annual award $1,000 (first prize $500, second 
prize $300 and third prize $200) for essays the result 
some clinical laboratory research urology. Competition 
limited urologists who have been graduated not more 
than ten years, and hospital interns and residents doing 
research work urology. 


Full particulars may obtained from the executive di- 
rector, William Didusch, 1120 North Charles Street, Bal- 
timore, Maryland. Essays must his hands before De- 
cember 


* * 


Dr. Jerome Schilling, medical director, Pacific Tel- 
ephone and Telegraph Company, Los Angeles, was elected 
president the Industrial Medical Association its an- 
nual meeting St. Louis, and Dr. Curtis, medical 
director Standard Oil Company. California, San Fran- 
cisco, was elected director the organization. 


* * * 


The Trustees America’s oldest medical essay competi- 
tion, the Caleb Fiske Prize the Rhode Island Medical 
Society, have announced the subject for this year’s dis- 
sertation “Hormonal Relationships Breast and Prostatic 
Cancer—Their Practical Application.” cash prize $350 
offered. Essays must submitted December 31, 1957. 


Complete information regarding the regulations may 
obtained writing the Secretary, Caleb Fiske Fund, 
Rhode Island Medical Society, 106 Francis Street, Provi- 
dence Rhode Island. 


* * * 


international conference ultrasonics medi- 
cine, sponsored the American Institute Ultrasonics 
Medicine, will held the Statler Hotel, Los Angeles, 
September and The meeting will cover the biologi- 
cal and physiological principles, well the clinical as- 
pects ultrasonics medicine. 


* * * 


The American Psychiatric Association has set proj- 
ect study ways which greater understanding 
psychiatry can conveyed physicians general prac- 
tice, the association announced recently. The project has 
been made possible, the announcement said, grant from 
the National Committee Against Mental Illness. liaison 
committee with the American Academy General Practice, 
which will serve the project advisory capacity, has 
proposed, the announcement continued, that the general 
urgent need for expanding psychiatric services communi- 
ties throughout the nation can most readily and practicably 
met general practitioners they can armed with 
appropriate basic knowledge psychiatric skills and prac- 
tices. 


CALIFORNIA MEDICINE 


4 


POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN the dates postgraduate education 
programs and the meetings various medical organ- 
izations California supplied the Committee 
Postgraduate Activities the California Medical Asso- 
ciation. order that they may listed here, please 
send communications relating your future medical 
surgical programs to: Mrs. Margaret Griffith, Director, 
Postgraduate Activities, California Medical Association, 
417 South Hill Street, Los Angeles 13. 


UNIVERSITY CALIFORNIA LOS ANGELES 


Current Concepts Medicine. Thursday, Friday and 


Postgraduate Medical Seminar Cruise the Ha- 
waiian Islands leaving August 28, returning September 
Inclusive fare: $559.00 up. 


Treatment Emotional Problems Office Prac- 
tice. Thursdays, September through December 12. 
Twenty-four hours. Fee: $50.00. 


Surgical Anatomy. Mondays, September through No- 
vember 


Selected Topics Pathological Physiology the 
Cardiovascular System. Mondays, October through 
December Twenty hours. Fee: $60.00. 


Endocrinology and Metabolism. Friday and Saturday, 
October and 12, Ten 


Dermatology. Thursday, Friday and Saturday, October 


Aviation Medicine. Thursday, Friday and Saturday, Oc- 
tober 31, November and Twenty 


Contact: Thomas Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


UNIVERSITY CALIFORNIA, SAN FRANCISCO 


Fundamental Principles Radioactivity and the 


Diagnostic and Therapeutic Uses Radioisotopes. 
Two three month course limited one enrollee per 
month. Tuition: $250.00 per month. 


Refresher Course Anatomy. July August 
Berkeley campus. Fee: $75.00. 


Internal Medicine. Monday through Saturday, Septem- 
ber 21. Forty-two 


Medicine for General Practitioners. East Oakland 
Hospital, Tuesday evenings, September December 
10. Twenty-four hours. Fee: $50.00. 


Endocrinology. Evening Series Sacramento, Wednes- 
day evenings, September 25, October and November 
20. Fee: $15.00. 


Annual Ophthalmological Conference. Wednesday- 
Friday, December 6.* 


Dermatology. Friday and Saturday, January and 18, 
1958.* 


announced. 
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Course for Physicians General Practice. Monday 
through Friday, March 1958, Mount Zion Hos- 
pital.* 

Contact: Seymour Farber, M.D., Head, Postgraduate 
Instruction, Office Medical Extension, University 
California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


STANFORD UNIVERSITY SCHOOL MEDICINE 


Morning Clinical Conferences, each Monday, Room 
515. Contact: Pischel, M.D., Professor, Division 
Ophthalmology, Stanford University School Medicine, 
2398 Sacramento St., San Francisco 15. 


Postgraduate Conference Office Dermatology. 
September 21. Contact: Office the Dean, Stan- 
ford University Medical School, 2398 Sacramento St., 
San Francisco 15. 


UNIVERSITY SOUTHERN CALIFORNIA, 
LOS ANGELES 


Cardiac Resuscitation. Sponsored the Los Angeles 
County Heart Association each Wednesday throughout 
the year, p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 


Home Course Electrocardiography. Physicians may 
register any time and receive all issues. Fifty-two 
weeks. Fee: $100.00. 


Advance Home Course Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion mail. Fifty-two issues: $85.00. Physicians may 
register any time. 


Dermatology. Twelve months full time basic science 
course beginning September 16. Enrollment limited 
qualified physicians. Los Angeles County Hospital. 
Fee: $1,000.00. 


Intensive Review Internal Medicine. Monday 
through Friday, 8:30 a.m. 12:30 p.m., September 
through October Program scheduled near time Part 
the American Board Internal Medicine examination 
order accommodate those physicians who desire 
intensive review prior this examination. USC Re- 
search Building, 2025 Zonal Ave., Los Fee: 
$65.00. 


Symposium Sexual Problems. September 27, a.m. 
p.m., Statler Hotel, Los Angeles. Fee: $25.00. 


Pediatric Clinics for the General Practitioner. Octo- 
ber 1957, through March 18, 1958, 8:30 9:30 a.m. 
Childrens Hospital. Fee. $40.00. 


Bedside Clinics and Set Clinics Internal Medicine. 
Thursdays, October 10, 1957, through January 16, 1958, 
7:30 9:30 p.m. Los Angeles County Hospital. Fee: 
$65.00. 

Contact: Phil Manning, M.D., Director, Postgraduate 
Division, University Southern California School 
Medicine, 2025 Zonal Avenue, Los Angeles 33. CApital 


COLLEGE MEDICAL EVANGELISTS 


Vue-Vox Postgraduate Refresher Courses. Courses 
are made four more half-hour lectures each, 
recorded hi-fi magnetic tape and illustrated 35- 
mm. filmstrips slides full color, and adapted for 


use any standard tape recorder and filmstrip slide 
projector, automatic manual. 


Contact: Paul Foster, M.D., chairman, Committee 

Audio-Visual Courses, College Medical Evangelists 
School Medicine, 316 North Bailey St., Los Angeles 
33. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE COURSES 


POSTGRADUATE CIRCUIT COURSES 


VALLEY for Dunsmuir, Chico, Marys- 
ville and Auburn, cooperation with University 
fornia, San Francisco, begins week October 1957. 


Coast for Eureka, Ukiah and Napa, 
cooperation with Stanford University School Medi- 
cine begins week October 1957. 


POSTGRADUATE INSTITUTES—1958 


San BERNARDINO, RIVERSIDE AND ORANGE co- 
operation with College Medical Evangelists, Arrow- 
head Springs Hotel, San Bernardino County, February 
and 14, 1958. Chairman: Elmer Carlson, M.D., 
756 Euclid Ave., Ontario. 


West Coast cooperation with UCLA School 
Medicine, Golden Bough Theater and Playa 
Hotel, Carmel, March and 1958. Chairman: How- 
ard Miles, M.D., 535 Romie Lane, Salinas. 


San VALLEY cooperation with Stan- 
ford University School Medicine, Hotel Californian, 
Fresno, March and 21, 1958. Chairman: Henry 
Tiesche, M.D., 1759 Fulton St., Fresno. 


Coast cooperation with USC School 
Medicine, Hoberg’s Resort, Lake County, April 
and 11, 1958. Chairman: Alfred Thurlow, Jr., M.D., 
185 Sotoyome Ave., Santa Rosa. 


Contact: One the chairmen listed above, Mrs. Mar- 
garet Director, Postgraduate Activities, Cali- 
fornia Medical Association, 417 So. Hill Street, Los 
Angeles 13. Madison 6-0683. 


C.M.A., now offers (on subscription basis) series 
hour-long tape recordings designed keep the physi- 
cian abreast current happenings his particular 
field. Composed practice-useful abstracts from 600 
leading journals, with short lectures and editorial com- 
ments from prominent physicians, Audio Digest offers 
programs covering general practice, surgery, internal 
medicine, obstetrics and gynecology, and pediatrics. 

Contact: Claron Oakley, editor, 1919 Wilshire Blvd., 
Los Angeles 


Medical Dates Bulletin 


AUGUST MEETINGS 


State Boarp Oral Examination, 
Los Angeles, August 17.* 


State Boarp Examiners Oral and Clinical 
Examination for Foreign Graduates, Los Angeles, Au- 
gust 


State Boarp Written Examina- 
tion, Los Angeles, August 22. 


Reno Society Annual Meeting, August 24, 
Riverside Hotel, Reno, Nevada. 


SEPTEMBER MEETINGS 


State Annual Scientific Ses- 
sion, September Hotel Utah, Salt Lake City, 
Utah. Contact: Harold Bowman, South Fifth Street, 
Salt Lake City. 


BILITATION, Los Angeles, September 13. Contact: 
Frances Baker, M.D., secretary, One Tilton St., San 
Mateo. 


Annual Postgraduate Assembly, 
September 14, Saint John’s Hospital, Santa Monica. 
Contact: John Eagan, M.D., director, Postgraduate 
Assembly, 22nd Street Santa Monica Blvd., Santa 
Monica. 


ing, Olympic Hotel, Seattle, Washington, September 
18. Contact: Mr. Ralph Neill, executive secretary, 
1309 Seventh Ave., Seattle, Washington. 


San County 11th Annual Post- 
graduate Assembly, September Reception for 
all registrants, 5:00 7:00 p.m., September 18. Con- 
tact: Haddon Peck, Jr., M.D., 525 Hawthorne St., 
San Diego. 


Las Vegas, September 28. Contact: Nelson Neff, 
executive secretary, Box 188, Reno. 


Meeting, Paso, Texas, September October 
Contact: Wellmerling, M.D., 606 Grieshum 
Bloomington, 


OCTOBER MEETINGS 


San Francisco Heart 28th Annual Post- 
graduate Symposium Heart Disease, October 
St. Francis Hotel, San Francisco. Contact: Lawrence 
Kramer, Jr., executive director, 604 Mission St., San 
Francisco. 


American Cancer California Division Annual 
Fairmont Hotel, San Francisco. Contact: Gerson Bis- 
kind, M.D., chairman, Program Committee, 450 Sutter 
St., San Francisco 


nual Meeting combined with First INDUSTRIAL 
CONFERENCE, Biltmore Hotel, Los Angeles. 
October Contact: Zaik, M.D., secretary, 
Western Industrial Medical Association, 740 South Olive 
Street, Los Angeles 14. 


San County Heart Seventh Annual 
Professional Symposium Heart Disease. Naval 
Hospital, San Diego, October Contact: Martin 
Avison, executive director, San Diego County Heart 
Association, 1651 Fourth Ave., San Diego. 


Los County Heart 27th Annual 
Symposium Heart Disease, Wilshire-Ebell Theatre, 
4401 Eighth St., Los Angeles, October and 10. 
Contact: Walter Thompson, Jr., M.D., chairman, 660 
Western Ave., Los Angeles. 
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WEsTERN Annual Meeting, Octo- 
ber 24, Santa Barbara. Contact: Walter Scott, 
M.D., secretary, 1321 Vermont Ave., Los Angeles 27. 

State Boarp Written Examina- 
tion, October 24, 


CALIFORNIA SOCIETY INTERNAL Annual Meet- 
ing, October 27, Mirador, Palm Springs. 
Contact: Mrs. Mildred Coleman, assistant secretary, 
350 Post St., San Francisco 


CALIFORNIA INTERNAL Scientific Session, 
The Thyroid. Mirador, Palm Springs, p.m., 
October 26. Contact: William Cover, M.D., 575 Fifth 
St., San Bernardino. 


NOVEMBER MEETINGS 


ACADEMY GENERAL Practice Ninth Annual 
Scientific Assembly, November Hotel Statler, 
Los Angeles. Contact: William Rogers, executive 
secretary, 461 Market Street, San Francisco. 


November 22, Honolulu, Hawaii. Contact: 
Pinkerton, M.D., Director General Pan-Pacific Sur- 
gical Association, Room 230, Young Bldg., Honolulu, 
Hawaii. 


DECEMBER MEETINGS 


Course Diseases the Chest, Ambassador Hotel, 

Los Angeles, December 13. Contact: Alfred Gold- 

M.D., chairman, 416 Bedford Drive., Beverly 
llis, 
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1958 MEETINGS 


AMERICAN COLLEGE OBSTETRICIANS AND GYNECOLOGISTS, 
April 23, Los Angeles. Contact: John Ullery, 
M.D., secretary, South Clark St., Chicago 

Annual Meeting, Am- 
bassador Hotel, Los Angeles, April 30. Contact: 
John Hunton, executive secretary, 450 Sutter St., San 


Francisco Clancy, director, Public Relations, 
417 South Hill St., Los Angeles 13. 


AMERICAN May 
23, San Francisco. Contact: Johnson Putney, 
M.D., secretary, 1719 Rittenhouse Square, Philadelphia, 
Pa. 


Heart Annual Meeting, Scien- 
tific Session and Directors Meeting, Hacienda Motel, 
Fresno, May 25. Contact: Keith Thwaites, ex- 
ecutive director, 1428 Bush St., San Francisco. 


AMERICAN COLLEGE 24th Annual 
Meeting, June 22, San Francisco. Contact: Mr. 
Murray Kornfeld, executive director, 112 East 
St., Chicago 11, 


Annual Meeting, June 
27, San Francisco. Contact: American Medical 
Association, 535 North Dearborn St., Chicago 10. 


Angeles. Contact: Norman Nigro, M.D., secretary, 
Peterboro St., Detroit Michigan. 


$Contact: Louis E. Jones, M.D., 1020 N Street, Sacramento 14. 

*NOTE: regard the dates oral examinations, applicants are 
requested NOT arrange come oral examination until they 
receive notice the action the Credentials Committee advising 
them of the time and place to appear. 
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PEDIATRIC CARDIOLOGY—Alexander Nadas, M.D., 
F.A.A.P., Assistant Clinical Professor Pediatrics, Har- 
vard Medical School. Saunders Company, Philadel- 
phia, 1957. 587 pages, 343 figures, $12.00. 


This well written monograph thoroughly covers the com- 
mon cardiovascular problems childhood with special 
emphasis upon congenital heart disease—a field which the 
author authority. utilizes experienced, sound 
clinical approach the subject. The ancillary laboratory 
technics electrocardiography, roentgenology, phonocardi- 
ography, angiocardiography and cardiac catheterization are 
described clear detail and the indications for their 
employment are thoughtfully discussed. evident that 
the author speaking from his wide experience the 
field and through familiarity with the tools his profession. 
The short section “who should perform cardiac catheteri- 
zation and why?” humorously discusses problem grow- 
ing importance. The flaws the book are relatively minor. 
There is, for example, discussion the innocent systolic 
murmur other findings normal children which may 
frequently lead the false diagnosis cardiac disease and 
unnecessary anxiety for both physician and parents, The use 
the terms “digitoxicity” and “anti-congestive” measures 
may save unnecessary words but will surely disturb scholarly 
cardiologists. doubtful intrinsicoid deflection times 
can accurately measured electrocardiograms infants 
and children using direct writing instruments conven- 
tional paper speeds indicated the section electro- 
cardiography. Some the illustrations not appear 
have been carefully chosen. two occasions the same 
phonocardiogram employed illustrate different phe- 
nomena. Figure 76, illustrating supraventricular tachycardia 
and “absence well defined waves” obviously nodal 
tachycardia with clearly visible retrograde waves. The 
phonocardiogram complete heart block Figure 104 
employed illustrate the independence atrial and ven- 
tricular activity and variations intensity the first heart 
sound consists less than two ventricular cycles and does 
not illustrate the Many cardiologists would 
consider the author’s employment bed rest rheumatic 
fever unduly rigid indicated the following state- 
ments: “The minimum amount time spent bed 
for any patient with rheumatic fever probably two months. 
patient with carditis should get out bed for least 
four months, should return school for six months 
should resume full activity for There are numerous 
illustrations, most which are technically excellent and 
complete, wisely chosen, up-to-date bibliography 371 
references available. This volume will standard 
classic its field for many years come and should 
widely used pediatricians, cardiologists and workers 
the field congenital heart disease. 


M.D. 


PAPER Foundation Sym- 
posium—G. Wolstenholme, O.B.E., M.A., M.B., 
B.Ch., and Elaine Millar, A.H.-W.C., A.R.I.C., Edi- 
tors. Little, Brown and Company, Boston, 1956. 224 pages, 
illustrations, $6.75. 


There are few physicians who have not heard something 
about paper electrophoresis. There are fewer still who have 
not wondered what degree this recent addition med- 
ical instrumentation concerns them daily practice. 
authoritative, brief, readable treatment this subject 
recognized experts the field given the most recent 
Ciba Foundation Symposium entitled “Paper Electrophore- 
sis.” 

This volume 200 pages contains recent data methods 
and the practical uses paper electrophoresis medicine. 
Although the book experts talking each other, 
has much offer the nontechnically-minded physician. 
Discussions voltage and the properties paper are easily 
followed. This book makes clear that paper 
sis has now reached the stage where commercial instru- 
ments are sufficiently accurate used for many routine 
clinical purposes. For example, multiple myeloma not 
the only disease which one drop serum put paper 
strip will yield valuable corroborative diagnostic informa- 
tion. Hypogammaglobulinemia, cirrhosis, hepatitis, nephro- 
sis, routine A/G ratios, and even new disease entity, idio- 
pathic hypoalbuminemia, are conditions with 
serum electrophoretic patterns, Paper electrophoresis also 
used for prompt diagnosis sicklemia, dis- 
ease, and other more obscure disorders the blood pig- 
ments. 


great advantage paper electrophoretic methods the 
small amount material needed for determination. Small 
serum hemoglobin samples such are obtained from 
pediatric patients, can processed two days give 
definitive diagnostic information. Another advantage this 
method the number determinations which can done 
one technician. institution which processes twenty 
thirty paper electrophoretic samples day can fit the cost 
trained technician and the equipment for this purpose 
into the structure routine laboratory fee schedule. 


For the thoughtful reader, there are interesting chapters 
the use paper electrophoretic methods studying 
collagen disease, for separating amino acids and serum 
polysaccharides, for identifying lipoproteins important 
hypercholesterolemic states, and the use curtain elec- 
trophoresis for separating serum 


This book valuable reference book for the physician 
who directs utilizes the services laboratories which 
have paper electrophoretic equipment. For the research 
worker, there inspiration well selected bibliog- 
raphy. Even the busy physician will become better doctor 
spending evening with this clear presentation the 
values and the limitations paper electrophoresis. 


Favour, M.D. 
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THE PRINCIPLES AND ART PLASTIC SURGERY 
Harold Gillies, C.B.E., F.R.C.S., and Ralph Mil- 
lard, Jr., M.D., Assistant Clinical Professor Plastic Sur- 
gery, University Miami, Florida. Little, Brown and 
Company, Beacon Street, Boston, 1957. Two Volumes, 
Boxed. 690 pages, 2472 illustrations, 122 color, $35.00. 


This dramatic, fascinating work old master 
plastic surgery company with his later companion and 
student, who was chief plastic surgeon the Marines 
Korea, certainly complete departure from the usual. 
The word “dramatic” used its true sense, for the first 
volume starts with the title “The Plastic Play.” ad- 
vance into the volume, accept the “First Act,” entitled 
“Cinderella Surgery” which, according the authors, has 
been “reenacted actually happened, using the original 
cast actors.” Only then realize that this 
entirely original way presenting combination auto- 
biography, unorthodox text, informal reference book, 
filled with the most astounding array illustrations (both 
black and white and color) that has ever been pub- 
lished, well complete drama the development 
plastic surgery from 1915 the present time. 


Having been early student Harold Delf Gillies 
the time when Cinderella first met the “fairy prince” and 
was just emerging from the “hired the loss 
the “glass slipper which would fit other foot,” 
entered the picture when the entire world was seeking the 
foot which would fit the slipper! They found Queen 
Anne Street and the “fairy prince” smiled, Instead the 


“hired cutaway” Morrison Savile Row made clothes for 
Cinderella! 


am, indeed, proud asked review this remarkable, 
unprecedented life work master surgeon, who has the 
chatty wit, well the fundamental, salty expressive 
teachings our own Will Rogers. was privilege 
know many the cast characters “The Plastic Play” 
—to “sit in” the rehearsals—to watch the “plot” develop 
from Dollis Hill, Queen’s, Sidcup Roehampton 
Guy’s and “Barts,” Prince Wales and points between. 
follow through the years the solution problem cases 
that only one gifted with the imagination, integrity and true 
ability artist could otherwise decipher. 

order fully appreciate the unusual way presenta- 
tion this work, one should start the beginning. With- 
out the “foreword” Doctor Jerome Pierce Webster (to 
those who have not intimately known these two authors 
kindred spirits who wilfully lead you into such coy titles 
“Flap Happy,” “Ear Making” and others equally remote 
from the generalized patterns you might 
feel that was comedy instead drama and put 
aside return the publishers. But, ah! your inquisi- 
tive soul intrigued the unique frankness the story 
and you must read which, course, exactly what the 
authors wanted you do! happens that, when you 
have read from prologue epilogue, you will want return 
again and again—to gather the pearls wisdom and 
experience which have vague place your memory the 
excitement the first reading—and store them away 
treasures guide you success. These “pearls” are scat- 
tered throughout the two volumes and, you read, sud- 
denly you are confronted with trite saying which embodies 
principle the art plastic surgery and which, fol- 
lowed faithfully, means the difference between good and 
bad result. few examples may cited: “There 
better training for surgeon than taught observation 
physician”; “diagnose before you treat”; “make plan 
and pattern for this plan” (the architect would never 
build without blueprint—and his bricks are cheaper than 
“borrow from Peter pay Paul when Peter can 
afford it”; “when Mahomet long way from the moun- 
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tain, try move the mountain Mahomet”; “failure 
complete immobilization skin graft once the capil- 
lary buds have stuck their necks out, motion the graft 
has guillotine effect”; “it felt that the pinch graft 
should ‘buried’ “it more difficult fill out 
thin graft the face than trim down flap that 
too “the failure vaginal mucous membrane 
persist the penis least prevents the accusation 
perpetuating local hermaphroditism”; “skin grafting the 
urethra may regarded with fistulous suspicion.” 

the “Final Scene,” anyone who has attended day 
the clinic” will have nostalgic memories similar discus- 
sions and arguments and will better appreciate the “happy 
pen the long, lithe Yankee” from Miami, “who has 
faithfully recorded these words,” well the excellent 
interlacing his own cases modestly deference 
Sir Harold. 

This work every plastic surgeon will want own, 
well every medical library reference text. 

Davis, M.D. 


* * * 


CONNECTIVE TISSUE HEALTH AND DISEASE 
—Edited by G. Asboe-Hansen, M.D., Connective Tissue 
Research Laboratory, University Institute of Medical An- 
atomy, Copenhagen. The Philosophical Library, 15 E. 40th 
St., New York 16, N. Y., 1957. 321 pages, $15.00. 


The connective tissues, long neglected, have recent 
years come into prominence with clinicians largely because 
the increasing frequency “collagen disease.” Indeed 
long ago 1950 the Josiah Macy Jr. Foundation spon- 
sored conference the subject members the results 
which were embodied slender volume dealing largely 
with structure, function, pathology and chemistry these 
substances (Connective Tissues, Trans. the First Confer- 
ence, 1950, New York, Ed., Charles Ragan, Josiah Macy Jr. 
Foundation, New York 21, New York). But interest the 
subject has continued grow and now there appears from 
Copenhagen handsome volume 321 closely printed 
pages. After introduction Asboe-Hansen there come 
sections morphology, chemistry and metabolism con- 
nective tissue followed discussions pathology both 
general and special diseases. The book well printed 
fine paper, there are adequate illustrations and comprehen- 
sive bibliographies with each chapter. The book im- 
portant storehouse information and opens new vistas for 
the reader the part played these tissues disease. 


M.D. 

CORONARY HEART DISEASE—Angina Pectoris; Myo- 
cardial Infarction—Milton Plotz, M.D., F.A.C.P., Clinical 
Associate Professor of Medicine, State University of New 


York. Paul B. Hoeber. Inc., 49 Fast 33rd St., New York 
City 16, Y., 1957. 353 pages, $12.00. 


This book competent, general review the present 
status coronary heart disease experienced practi- 
tioner. The chapters etiology and pathogenesis and 
lipid metabolism are particularly complete and bring the 
reader date this important field. There discus- 
sion pathology, clinical features, including case reports, 
short discussion electrocardiography, and short chap- 
ter the surgical treatment and the preventive aspects 
coronary heart disease. 

One finds little original investigation the book and the 
reader who searching for new viewpoint will not find it. 
Nevertheless, most aspects the subject are covered from 
the modern point view and the book, therefore, recom- 
mended for students and general physicians. 

The bibliography date but unfortunately titles 
are given, 
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DISEASES THE HEART AND CIRCULATION— 
Second, Revised and Enlarged Edition—Paul Wood, O.B.E., 
M.D. (Melbourne), F.R.C.P. (London), Director, Institute 
of Cardiology, London. J. B. Lippincott Company, Phila- 
delphia, 1956. 1005 pages, $15.00. 


This one the finest works diseases the heart 
available the English-speaking physician and should 
the library every physician whether student, general 
practitioner specialist. The author director the Insti- 
tute Cardiology London and writes from wealth 
personal experience, both clinical and investigative. One 
the most striking features the book the lucid, precise 
manner which the author expresses his position that 
his comments are made the fewest possible words. The 
style permits amazing amount information in- 
corporated relatively short space. 

Particularly outstanding are the many illustrations show- 
ing venous pulse tracings, phonocardiograms, electrocardio- 
grams, radiograms and other illustrations which bring the 
subject matter into sharp The chapter physical 
signs superb, probably the finest discussion physical 
signs heart disease the literature. The chapter con- 
genital heart disease particularly comprehensive, authori- 
tative, and reflects the author’s major contributions this 
important field. The same may said for the chapter 
chronic rheumatic heart disease, particularly that dealing 
with mitral valvular disease. 

Dr. Wood has integrated the findings the bedside with 
more modern investigations, such cardiac catheterizations, 
angiography, and phonocardiography, and all times has 
emphasized the bedside-clinical approach the patient. 

The chapter special investigations brings the reader 
date all the current methods studying patients, 
including dye dilution curves, arterial pulse tracings, cardiac 
catheterization, angiography, phonocardiography, 
spiratory function studies. There critical appraisal 
each the techniques. 

one were suggest sections that could expanded 
future editions, one might include the following: (1) 
the management heart failure where there inade- 
quate discussion the biochemical and metabolic disturb- 
ances associated with the treatment heart failure; (2) 
the section the details the use ganglionic blocking 
agents hypertension could expanded; (3) the details 
the management the complications ischemic heart 
disease; (4) discussion peripheral vascular 
perhaps natural that these relative deficiencies space have 
occurred because the book intensely personal, describing 
the author’s own experiences. The areas his own research, 
which important recent contributions have been made, 
have received major emphasis. 

Each chapter followed excellent international 
bibliography, including the titles; the selection references 
been particularly good. 

predicted that this book will have wide audience 
and will have significant impact the approach car- 
diology this country. The reviewer recommends the book 
most highly, and believes classic the field. 

* 

CLINICAL PATHOLOGY—Application and Interpreta- 
tion—Second Edition—Benjamin Wells, M.D., Ph.D., 
Director Clinical Investigation, The Lynn Clinic, De- 


troit. Saunders Company, Philadelphia, 1956. 488 
pages, figures, $8.50. 


This book, now its second edition, deals with the inter- 
pretation clinical laboratory studies. Its purpose en- 
tirely practical. The topics are selected and developed 
they pertain the more urgent and frequent needs med- 
ical practice; the material arranged the physician uses 
it. Beginning with clinical problem, useful laboratory tests 


are named and discussed. attempt made include 
enough theory and methodology give proper meaning 
the procedures and define their limitations. 


The text has been extensively rewritten reflect develop- 
ments the five years which have passed since the first edi- 
tion. short chapter, which has been added laboratory 
methods, can use medical students and doctors in- 
terested performing their own office and bedside tests. 
discrepancy worthy note: the details methods 
given this chapter vary from those given for the same 
tests the 12th edition Clinical Diagnosis Laboratory 
Methods, which Dr. Wells co-author and which 
companion book the one under review. 


the introductory considerations, the author expresses 
his desire teach the practitioner three things about the 
laboratory procedures that uses: (1) when use them; 
(2) how interpret the results; and (3) what technical 
physiologic restrictions must taken into account the 
interpretation. Throughout the book makes earnest 
effort discuss tests and their results they apply 
large number common clinical problems and keeps 
mind the limitations average office and hospital practices. 


feel that the author has done very sensible job 
his interpretation laboratory tests. Stated simply, his book 
suggests what tests are practical use, under what circum- 
stances they should used, and which tests are not prac- 
tical and why. brings the doctor date large 
number procedures and evaluates their present practical 
worth, their difficulties and cost. highly 


Waysurn, M.D. 
ok * * 


PRACTICAL DERMATOLOGY—Samuel Peck, B.S., 
M.D., Associate Clinical Professor Dermatology, Colum- 
bia University; with Laurence L. Palitz, M.D., Ph.D., At- 
tending Dermatologist, Long Island Jewish Hospital. 
Landsberger Medical Books, Inc., Blakiston Division, Mc- 
Graw-Hill Book Co., New York. 1956. 380 pages, $7.00. 


This concise, handy text, useful for quick reference 
the field dermatology. There are 380 pages. The dis- 
cussion treatment of' various dermatoses handled intelli- 
gently and with thoroughness, There are not enough pic- 
tures and many the pictures utilized are blurred 
poor focus not reveal detail. 


This book does not offer anything unique way; 
conventional text, which there are many already print 
superior this one. 

* * 


NOTES ATOMIC ENERGY FOR MEDICAL OF- 
FICERS—An Introduction the Subject—Royal Naval 
Medical School, Alverstoke, Hampshire, England. Philo- 
sophical Library, 40th St., New York 16, Y., 1956. 
169 pages, $4.75. 


This textbook manual for the British Navy doctors 
starts very elementary way. brief but aims cover 
the essential physics and biology well the effects 
nuclear weapons, Although there chapter the hydro- 
gen bomb, other references are made writings later 
than 1950, and the text suggests that this the time was 
written. Some the brief presentations difficult ideas are 
very good, but other places they appear suffer from 
the author’s lack complete familiarity with his subject. 
Some quantitative statements are variance with what 
generally accepted, e.g. that doubles mutation rate 
Drosophila (it presumably does mice). The half value 
layers for barriers protect from Mev gamma rays appear 
exaggerated half. Several appendices provide pertinent 
quantitative data. Line drawings illustrate the text and 
dozen halftones are gathered just before the short index. 
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MICROANALYSIS MEDICAL BIOCHEMISTRY— 
Third Edition—E. King, M.A., Ph.D., 
Professor of Chemical Pathology, University of London 
Postgraduate Medical School, and Wootton, Ph.D., 
M.A., M.B., B.Chir., F.R.I.C., Lecturer in Chemical Path- 
ology at the Postgraduate Medical School, London. Grune 
Stratton, New York, 1956. 292 pages, $4.00. 


This book working manual clinical laboratory pro- 
cedures for use routine and teaching laboratories the 
Postgraduate Medical School the University London. 
The term “micro” the title refers the fact that most 
the methods for blood are devised for use with 0.1-0.2 ml. 
sample. There are separate chapters dealing with anal- 
yses for various chemical constituents whole blood, 
plasma, serum. The technique filter paper electro- 
phoresis for plasma protein next described, followed 
methods for determination protein and chlorides 
spinal fluid. number analytical procedures for use with 
urine feces are then treated. The identification reduc- 
ing substances urine paper chromatography useful 
addition this chapter. Under the chapter heading “Tests 
Function,” some metabolic tests such glucose and ga- 
lactose tolerance and pyruvate metabolism well tests 
renal function (urea, inuline, creatinine, and para-amino- 
hippurate clearance) are described. The applications ra- 
dioisotopes clinical diagnosis are illustrated measure- 
ments extra cellular fluid volume using radio bromide, 
plasma and blood volume with albumin, and 
excretion plasma uptake radioiodine thyroid func- 
tion tests. The use the direct vision spectroscope taught 
examination for certain pigments blood, urine, 
feces and quantitation carbon monoxide blood. Gastric 
and duodenal analyses, and analyses calculi are discussed 
other sections, 

This text has enjoyed two prior editions, including trans- 
lations into several foreign languages. the present edi- 
tion, the material has been revised and brought date 
notably eliminating all reference the and 
other simple colorimeters and expanding the treatment 
absorption spectrophotometry both its theoretical and 
practical aspects. separate chapter has also been devoted 
flame photometry. 

The arrangement the book that usually associated 
with laboratory manual for teaching clinical laboratory 
methods, such should serve not only text but also 
practical and concise reference for the performance 
the numerous clinical laboratory procedures which de- 
scribes. 


Harper, Ph.D. 


* * 


PRINCIPLES CLINICAL 
RAPHY—Mervin J. Goldman, M.D., Assistant Chief of the 
Medical Service and Cardiologist, Oakland Veterans Ad- 
ministration Hospital; Assistant Clinical Professor of Med- 
icine, University of California School of Medicine. Lange 
Medical Publications, Los Altos, 1956. 310 pages, $4.50. 


This compendium electrocardiography genuine bar- 
gain regard completeness, clarity and price. paper- 
bound (is this the welcome revolt against expensive hard- 
covered books that are dated soon published?), but 
sturdy. written for the generalist and the internist 
whose hobby other than cardiology. Nevertheless, 
sophisticated, constantly devolves basic electrophysio- 
logic theory and astonishingly complete; hence, 
book from which medical students can get their electrocardi- 
ographic bearings. Its value lies its succinctness. should 
find ready place the office for the practitioner use. 
Its complete index will help him interpret problem tracing. 

The first pages deal with definition normal electro- 
cardiographic configurations and their production. The dia- 
grams are exceptionally well drawn. However, picturing 
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the complexes natural size, the details are often blurred 
(as the depiction the wave page 23). The 
discussion the cardiac vector only pages text and 
diagrams admirably concise. 


The figures depicting the electrical positions the heart 
are especially clear. The quintet electrocardiographic 
pathology: Ventricular hypertrophy, myocardial infarction, 
bundle branch block and arrhythmias are succinctly pre- 
sented and each subdivision adequately diagrammed 160 
pages. Master’s two-step test well-discussed: Positive 
signs, contraindications and pitfalls. Pseudo-ST-depression 
delineated well. 


Although pericarditis neatly described and well-illus- 
trated example tracings, the sample typical ST-elevation 
with concavity upward page hardly different from 
the convexity-upward infarction just below it. 


The effect drugs and electrolyte imbalance well done. 
The text closes with fifty-odd tracings for practice inter- 
pretation. The pages carrying the discussion pertinent the 
interpretation given. 
Wisely, pseudo-definitive patterns for congenital defects 
are not listed. 
*” 


THE VISUAL FIELDS—A Textbook and Atlas of Clin- 
ical Perimetry—David O. Harrington, A.B., M.D., F.A.C.S., 
Clinical Professor of Ophthalmology, University of Cali- 
fornia School of Medicine. The C. V. Mosby Company, St. 
Louis, 1956. 327 pages, 234 illustrations, and nine color 
plates, $16.00. 


This textbook has scientific basis with clinical ap- 
proach. 

The book begins explaining perimetry the most ele- 
mental type that which requires highly specialized tech- 
niques and equipment. The use the tangent screen ad- 
vocated the most practical clinical procedure the aver- 
age type case. 

The multiple pattern type method, which becoming 
deservedly popular, explained. This method provides 
rapid efficient screening procedure which can operated 
any office technician. 

The chapter anatomy excellent review the vis- 
ual pathway well worth any clinician’s time. 

The illustrations are taken from the author’s extensive 
files and correlates the field study with the clinical findings 
and the pathology. 

This book must the reference library each oph- 
thalmologist. 

M.D. 


* * 


CLINICAL LABORATORY METHODS—Fifth Edition— 
Bray, M.D., Consulting Laboratory Director, Martha 
Jefferson Hospital. The C. V. Mosby Company, St. Louis, 
1957. 731 pages, 124 text illustrations and 18 color plates, 
$9.75. 

This fifth edition this excellent clinical laboratory 
methods textbook compares very favorably with the fourth 
edition which was published the Mosby Company 
1951. approximately the same size the fourth edi- 
tion having 124 text illustrations compared 119 text illus- 
trations the 1951 edition. has color plates which 
identical that the 1951 edition. has 731 pages com- 
pared 579 the previous edition. This fifth edition, 
the fourth, covers the entire field clinical laboratory meth- 
ods and includes such new subjects electrophoresis and 
paper chromatography, well the study abnormal 
hemoglobins. has excellent coverage hematology, clin- 
ical chemistry, bacteriology, and other fields clinical labo- 
ratory medicine. This book highly recommended. 


M.D. 


GENERAL UROLOGY—Donald Smith, M.D., Clinical 
Professor Urology and Chairman the Department 
Urology, University California School Medicine. 
Lange Medical Publications, Box 1215, Los Altos, 
1957. 328 pages, $4.50. 


This rather concise treatise urology, designed for the 
medical student and general practitioner, the latest 
several texts this type that have appeared recent years. 
One might almost wonder whether fills any crying need, 
view the many others the same nature already avail- 
able. 

However, are not disparaging the quality this vol- 
ume. Dr. Smith has produced good work, and his material 
well arranged and surprisingly complete. The fact that 
the book lithographed rather than printed, paper 
less than the usual book quality and with paper binding, 
detracts somewhat from the general appearance the work 
and from the technical quality the Presum- 
ably this done reduce the cost, and the publisher’s list 
price below the usual level. 

This defect, one, does not lessen the value the 
text. The writing concise and accurate and includes 
enumeration practically all the latest. developments 
urology. Its outline form makes easily read and under- 
The illustrations are many, largely line drawings and 
x-ray reproductions. They are well selected and entirely ade- 


quate, even though not beautifully reproduced the 
average text. 


the whole Smith’s General Urology sufficient for its 
intended purpose, give the nonspecialist reader basic 
idea urological diagnosis and treatment. Naturally 
entirely inadequate supply detailed information any 
but the most simple technical Its semipermanent 
format suggests that might more suitable for rather 
temporary use the medical student than addition 
the permanent library the practicing physician, but 
good book. 


THE YEAR BOOK DRUG THERAPY—1956-1957— 
Edited Harry Beckman, M.D., Director, Departments 
of Pharmacology, Marquette University Schools of Medi- 
cine and Dentistry. The Year Book Publishers, Inc., 200 
East Illinois St., Chicago 11, 1957. 514 pages, $6.75. 


The 1956-57 volume the Year Book Drug Therapy 
holds the high standards coverage has maintained 
during the years has been edited Dr. Beckman. The 
articles the present volume are abstracted from journals 
received between August 1955 and August 1956. 


The widespread interest drugs which affect mood and 
behavior and the large number articles published this 
field reflected this year’s volume, which devoted some 
pages (the largest amount space given any one 
section) abstracts neuropsychiatric disorders. The 
toxicity the various compounds emphasized properly 


addition, the editor comments recent biochemical 
investigations the mental processes, “psychopharma- 
cology,” deeper nature than those undertaken hereto- 
fore. The findings are still nebulous nature, but have 
revealed two compounds which seem important, 5-hydroxy- 
tryptamine (or serotonin) and lysergic acid diethylamide 
(LSD). Serotonin widely present the body, with the 
highest concentrations areas the brain associated with 
the autonomic nervous system. Some workers postulate 
certain serotonin content the brain necessary for nor- 
mal mental processes and least some mental illnesses 
(e.g., schizophrenia) expressions serotonin deficiency. 
According this hypothesis, reserpine merely liberates 
serotonin the brain. LSD, ergot derivative, one 
group compounds which antagonize serotonin, The ten- 


tative nature these investigations must emphasized but 
they give one look intriguing possibilities. 

Other sections are treated less exhaustively but there 
good coverage all branches therapeutics. have 
previous years, recommend this series the practi- 
tioner who cannot take the time abstract his own litera- 

M.D. 
* * * 


THE DOCTOR WITNESS—John Evarts Tracy, 
Professor of Law (Emeritus), University of Michigan. 
Saunders Company, Philadelphia, 1957. 221 pages, 
$4.25. 


The world which the modern physician practices one 
somewhat contaminated radioactive fallout and litigious 
aromatics. said that modern lawyers are being given 
courses medicine, least anatomy. suppose that 
modern medical students will soon given courses law, 
least elementary jurisprudence. this should tran- 
spire, the “Doctor Witness” should prove assistance 
the neophyte. 


The book divided into chapters, the headings 
which are follows: The doctor called witness 
legal proceeding; the privileges and obligations the 
doctor witness; opinion, evidence and expert testimony; 
direct examination the doctor witness; cross examina- 
tion; testimony the issue insanity; testimony work- 
man’s compensation proceeding; testimony malpractice 
cases; preparation for trial hearing, and three chapters 
dealing with the composition good medical witness, 
the compensation same and the consideration poten- 
tial improvements the law. 


Much the book clear and presumably factual, but 
few places might appear that the law Michigan 
somewhat different from that California. any rate, 
page the statement made that the introduction 
roentgenograms court requires the presence the tech- 
nician “who took the photograph.” This certainly 
longer the case this state. 


Under the section proposed improvements, the author 
does not stress the desirability abolishing the introduc- 
tion roentgenograms, even though states that most 
jurisdictions the doctor will permitted testify roent- 


genograms that have become lost are otherwise unavail- 
able. 


connection with the introduction motion pictures 
evidence, the author points out that judges are generally 
opposed such court trial because: (1) they take 
considerable time arrangements for the showing, (2) 
they divert the attention the jury from matters which 
are really more importance the case, and (3) they 
tend exaggerate the minds the jury the facts which 
they are offered prove. 


These are precisely the reasons why some judges and 
many thoughtful physicians believe that the day intro- 
duction roentgenograms court should past. They are 
devices sway the emotion the jury rather than 
inform. 


Some books are written the flush youth, some dur- 
ing convalescence from illness and some the leisure 
retirement. The author retired teacher law and 
possible that some the modern legalistic techniques un- 
fortunately use western America are not entirely fa- 
miliar him. The book has deliberate and thoughtful 
tone which, while making readable, causes this reviewer 
question its complete applicability the phrenetic con- 
duct some our more notorious local plaintiffs’ lawyers. 

The type face large and clear; the index brief but 
adequate. 
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